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Problem
The effectiveness of pre-therapy information techniques on clients' satisfaction at 
termination of therapy, increased accuracy of clients' knowledge and expectations, 
reduction of anxiety, and total symptom reduction remains unclear. No single pre-therapy 
information preparatory technique has demonstrated positive universal effects.
This research was an attempt to determine the effectiveness of a pre-therapy 
information audiotape on client satisfaction, accurate knowledge/expectations, reduction 
of anxiety, and symptom reduction.
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Method
The population included 52 voluntary clients who were utilizing the Andrews 
University Counseling and Testing Center. The clients in the experimental group listened 
to the pre-therapy information audiotape and were then asked to complete the 
Psychotherapy Questionnaire, State-Trait Anxiety Inventory (STAX), and the Client 
Checklist (CC-Pre). The clients in the control group were asked to complete the same 
measures as the experimental group, but did not listen to the pre-therapy information 
audiotape.
At the termination of therapy, both client groups were asked to complete the 
Client Self-Rating Scale, Client Satisfaction Questionnaire (CS), and the Psychotherapy 
Questionnaire. The therapists rated the clients in both groups using the Revised Therapist 
Outcome Questionnaire. Therapist Global Rating Scale, and the Outpatient Rating Scale.
The basic research design was an experimental pretest-posttest design. The t-Test 
for Independent Samples and Pearson’s r statistical procedures were used to analyze the 
data.
Results
The pre-therapy information audiotape did not demonstrate a significant effect on 
client satisfaction as measured by the Client Satisfaction Questionnaire or on client 
anxiety levels as measured by the State-Trait Anxiety Inventory.
The pre-therapy information audiotape did demonstrate a significant effect on 
clients’ accurate knowledge and expectations on the initial administration o f the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychotherapy Questionnaire (PQ-Pre) and on client symptom reduction levels as 
measured by the Client Checklist (CC-Pre and CC-Post).
Conclusions
It was concluded that the administration of a pre-therapy information audiotape 
would be a successful tool in helping to increase the client's accurate knowledge and 
expectations regarding the therapeutic process and in helping clients to achieve overall 
symptom reduction. The administration of the pre-therapy information audiotape was not 
found to affect clients' satisfaction with services or reduction of anxiety.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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CHAPTER I 
INTRODUCTION
Volumes of psychological research have focused on the problems associated with 
premature termination and unsatisfactory therapeutic outcomes. It has been hypothesized 
that a major causal factor contributing to unsuccessful therapy experiences has been the 
unrealistic expectations held by clients concerning the processes o f psychotherapy, 
development of therapeutic goals, and the respective roles of the client and therapist 
(Frank. 1978; Garfield. 1971; Heitler. 1976). Prospective clients often enter the 
therapeutic relationship with misconceptions concerning their role, the role of the 
therapist, the nature of the client-therapist relationship, and the change potential of the 
therapeutic process (Strupp & Bloxom, 1973). These misconceptions unnecessarily lead 
to resistance and non-productive time as clients engage in trial-and-error behaviors in an 
effort to conform to behavioral and role expectations and, subsequently, obtain help. 
Hare-Mustin, Marecek, Kaplan, and Liss-Levinson ( 1979) observed that clients possess 
minimal knowledge of therapeutic procedures, development of therapeutic goals, and the 
possible positive and negative side effects of therapy. During the initial therapeutic 
encounters, the majority of time is spent educating the clients as to their role, the 
therapists' role, and the process of therapy.
1
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Current research suggests that clients who understand the process of psychotherapy 
and/or expect improvement from psychotherapy benefit more from psychotherapy than 
clients without understanding or expectations (Deane, Spicer, & Leathem, 1992; 
Saccuzzo, 1975; Stewart & JesselL 1986; Zwick & Attkisson. 1985). When clients are 
given preparatory information prior to the initial therapeutic encounter concerning roles, 
goals, and therapeutic change, their behaviors and expectations are more realistic and they 
are generally more satisfied (Strupp & Bloxom. 1973; Tinsley. Bowman. & Barich.
1993; Weinstein, 1988; Zwick & Attkisson. 1985).
Kushner and Sher (1989) and Noonan (1973) observed that anxiety is positively 
correlated with premature termination of therapy and reduced attendance. To date, only a 
limited number of studies have examined the effects of preparation on anxiety (Clemes & 
D'Andrea. 1965; Deane et al.. 1992). Two early studies (Clemes & D'Andrea. 1965. and 
Richardson. 1981. as cited in Deane et al.. 1992) did not demonstrate an impact of 
preparation on anxiety; whereas Deane et al. (1992) demonstrated a significant reduction 
of anxiety in the experimental group exposed to the pre-therapy information video.
Statement of the Problem 
The effectiveness of pre-therapy information on client satisfaction at termination of 
services remains unclear because research on this issue has yielded inconsistent results. 
During the past 2 decades, considerable focus has been placed on the utilization of 
differing pre-therapy information preparatory techniques via educational mediums to 
either enhance or mediate clients’ accurate perceptions of the therapeutic process and
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
readiness. In the preparation of children for psychotherapy. Holmes and Urie (1975) and 
Day and Reznikoff (1980) found that the use of a pre-therapy, same-age-modeling 
videotape showing children modeling correct behavior, while engaged in a therapy 
session and structured pre-therapy interviews emphasizing information about the process 
of therapy, increased correct expectations about the therapeutic process and reduced the 
number of premature terminations. Day and Reznikoff (1980) found that clients who had 
been exposed to the pre-therapy preparation began their first session with a significantly 
greater number of correct expectations than did the clients in the control group. The 
expectations of the clients in the control group underwent a correction process during the 
course of treatment; by the end of the sixth session, there was no significant difference. 
Although some differences were demonstrated, the authors found that the pre-therapy 
information preparatory techniques did not increase client satisfaction. Bormer and 
Everett (1982) and Friedlander and Kaul (1983) found similar effects on changing 
children's expectations using a series o f pre-therapy information audiotapes.
The use of pre-therapy information techniques in working with adult populations 
(Childress & Gillis. 1977; Clemes & D'Andrea, 1965; Deane et al.. 1992; Epperson & 
Lewis, 1987; Heitler, 1976; Ome & Wender, 1968) has covered a range of different 
delivery methods and different types o f pre-therapy content information. To date, no 
studies have exclusively studied the effect o f pre-therapy information on the college 
student population.
The literature appears to be lacking in definitive information regarding the 
relationship between the use of a pre-therapy information audiotape emphasizing
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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therapeutic process elements, client and therapist roles, development of therapeutic 
goals, and the following items to be addressed in this study: ( 1 ) overall client satisfaction 
upon termination o f services. (2) accuracy of clients' expectations. (3) reduction of 
anxiety, and (4) total symptom reduction.
Purpose of the Studv
The purpose o f this study was to ascertain if there is a relationship between the use 
of a pre-therapy information audiotape and overall client satisfaction with therapy, 
increased accuracy o f clients' expectations regarding therapy, reduction of anxiety, and 
total symptom reduction.
Research Questions
Four therapeutically related research areas served as the foci for this investigation:
( 1 ) overall client satisfaction upon termination of services. (2) accuracy of clients' 
expectations. (3) reduction of anxiety, and (4) total symptom reduction. The questions 
asked in each of these areas were as follows:
1. What effect will a pre-therapy information audiotape have upon overall client 
satisfaction at termination of services?
2. What effect will a pre-therapy information audiotape have upon the anxiety level 
o f the client?
3. What effect will a pre-therapy information audiotape have upon the client's 
knowledge of therapy?
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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4. What effect will a pre-therapy information audiotape have upon the client’s total 
symptom reduction?
Hypotheses
Four major hypotheses were investigated in this research study.
Hypothesis 1: Clients who listen to a pre-therapy information audiotape are going 
to be significantly more satisfied with therapy at termination than those who did not listen 
to the pre-therapy information audiotape.
Hypothesis 2: Clients who listen to a pre-therapy information audiotape will have a 
significantly lower level of anxiety prior to the first therapy session than those who did 
not listen to the pre-therapy information audiotape.
Hypothesis 3: Clients who listen to a pre-therapy information videotape will have 
significantly more realistic expectations than those who did not listen to the pre-therapy 
information audiotape.
Hypothesis 4: Clients who listen to a pre-therapy information audiotape will have 
significantly greater symptom reduction than those who did not listen to the pre-therapy 
information audiotape.
Assumptions
The underlying assumptions of this study were:
1. The satisfaction o f clients with the process of therapy is dependent upon their 
knowledge of the role they will be expected to fulfill and the accuracy of their 
expectations relative to the therapeutic process.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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2. Most clients in the study will be cooperative and honestly respond to the 
questions contained in the questionnaires.
3. Most therapists in the study will be cooperative and honestly respond to the 
questions contained in the questionnaires.
4. The anxiety o f clients is. at least in part, responsible for their inability to readily 
define their goals for therapy and disclose relevant treatment information.
Significance of the Study
This research study may add to the knowledge of how therapists can adequately 
prepare clients for the therapeutic encounter and for the roles and responsibilities that 
they are expected to accept. People who are seeking therapeutic assistance are. by 
definition, experiencing some form o f psychological distress. Beginning therapy often 
further increases their level of psychological distress. This could potentially limit the 
positive outcomes brought about through successful therapy. Providing clients with 
specific information about therapy and the role that they will be expected to play may 
reduce the mystery surroimding the therapeutic relationship, prepare clients for the 
process o f therapy, and encourage earlier resolution of the presenting problem.
The data gathered from this investigation may be used to further refine the content 
and presentation of other types o f pre-therapy information procedures designed to help 
reduce anxiety, define client-therapist roles, and increase accurate expectations regarding 
the therapeutic process.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Theoretical Framework 
The specific research questions were selected from a review of research and practice 
concerning the utilization of pre-therapy orientation information designed to optimize the 
therapeutic experience for the client. These studies have hinted toward possible reasons 
why some clients do not achieve optimal therapeutic results upon termination or why the\ 
drop out prematurely. To date, the predictions made by researchers concerning the effects 
of using a pre-therapy orientation technique have taken various forms. The most 
frequently mentioned hypotheses are that the administration o f such procedures may 
cause the client to be more relaxed, more confident regarding the potential effectiveness 
of therapy, more willing to enter into the therapeutic relationship, more likely to attend 
regularly, and, ultimately, more likely to benefit from therapy. Pre-therapy orientation 
techniques used to date have included written briefings, role-playing, person-to-person 
interviews, audiotape instructions, videotaped instructions, and films describing the 
therapy experience of fictional individuals.
Prospective clients generally approach the therapeutic encounter with 
misconceptions of their role, the therapists’ role, the potential for change and the nature of 
the therapeutic process (Strupp & Bloxom, 1973). When clients are given preparatory 
information prior to the initial therapeutic encoimter concerning the role in which they 
will be expected to function, the role o f the therapist, and the potential for change, their 
behaviors and expectations are often more realistic and consistent with the therapeutic 
process and outcomes (Tinsley et al.. 1993; Weinstein. 1988; Zwick & Attkisson. 1985). 
Several studies (Heitler. 1973. 1976) have suggested that an explicit endeavor to socialize
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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the clients' role expectations in a preparatory interview can enhance the clients' use of the 
therapeutic process, thus promoting a more satisfactory outcome.
In addition, research has demonstrated that the anxiety clients experience about 
engaging in therapy significantly impacts their attendance rate in a negative fashion and 
serves to initially detract from the therapeutic process and client self-discovery (Kushner 
& Sher, 1989; Noonan, 1973). A limited number of studies (Clemes & D'Andrea, 1965; 
Deane et al., 1992) have directly addressed the impact of pre-therapy preparation on client 
anxiety. Two studies (Kushner & Sher. 1989: Noonan, 1973) did not demonstrate an 
effect of preparation on anxiety. The study by Deane et al. (1992), did demonstrate a 
significant impact o f pre-therapy preparation on anxiety.
Overall and Aronson (1963) found that clients, when entering therapy, tend to 
expect a medical psychiatric therapeutic setting with the therapist taking a directive role 
in discussing the clients' areas of concern. Those clients whose expectations were 
supported by the therapists' therapeutic approach were more likely to maintain active 
attendance, whereas those clients whose expectations were not supported by the therapist 
terminated within three sessions. Childress and Gillis (1977) found that those clients who 
were engaged in a pre-therapy role induction procedure demonstrated significantly higher 
total symptom improvement; however, the role induction did not alter the clients' 
knowledge of treatment. This finding, in itself, casts doubt on the effectiveness of the role 
induction orientation as an advanced organizer of information on the process of therapy.
To date, there has not been a direct attempt to measure the impact that a pre-therapy 
information orientation has on the earlier completion of therapeutic objectives. It has been
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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hypothesized that when clients are presented with accurate information regarding the 
therapeutic process, their resulting state o f preparedness will reduce the number of 
sessions necessary to resolve or modify their presenting conflict. A parallel with this 
hypothesis is that if the client is prepared for the therapeutic encounter via some manner 
of orientation, the client will experience a greater reduction in his or her symptoms.
Tinsley. Bowman, and Ray (1988) reported in a review of 24 studies that only 6 
included a manipulation check on the retention level of pre-therapy information at post­
treatment. Of those 6, only 4 studies found that the manipulation had an effect on 
expectancies, and only 1 study reported an effect on the therapeutic process. The failure 
to perform manipulation checks in previous studies makes it unclear as to whether or not 
the experimental pre-therapy information orientation procedures can be attributed to the 
changes reported.
Definitions of Terms 
Terms commonly used throughout this investigation are defined as follows:
Client Satisfaction: The subjective overall feeling the client holds toward the 
process and outcomes of therapy.
Anxietv: Is inclusive of the subjective feelings of tension, apprehension, and worry, 
and the arousal of the autonomic nervous system (Spielberger, 1983).
Treatment Goal: A defined area o f therapeutic endeavor toward which the client is 
working to aid in the remediation of his or her psychological conflict.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Process: Generally, what happens in psychotherapy sessions, specifically in terms of 
therapist behaviors, client behaviors, and the interaction between therapists and clients 
(Deane et al., 1992).
Outcome: Changes that happen as a result of the processes of psychotherapy (Deane 
etal.. 1992).
Delimitations
The sample was restricted to students, faculty, and individuals associated with 
Andrews University who accessed the Andrews University Counseling and Testing 
Center.
Limitations
The limitations o f this study include the following:
1. The years of experience vary with each therapist at the Andrews University 
Counseling and Testing Center. It, therefore, cannot be assumed that each therapist is 
equally adept or committed to brief therapy.
2. The therapists at Andrews University Counseling and Testing Center vary in 
their theoretical orientation. It. therefore, cannot be assumed that each therapist will use 
the same approach in treating a multitude of presenting problems.
3. The diverse population that the Andrews University Counseling and Testing 
Center serves with regard to ethnicity precludes the assumption of homogeneity.
4. The therapists at the Andrews University Counseling and Testing Center are 
generalists and are presented with the full spectrum of presenting problems. It, therefore.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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cannot be assumed that the therapists at Andrews University Counseling and Testing 
Center specialize in a narrow range of disorders.
5. It cannot be known or determined if the actual therapy done by the therapists at 
the Andrews University Counseling and testing Center is consistent with that described in 
the pre-therapy information audiotape used in this study.
Organization of the Studv
This study contains five chapters. Chapter 1 presents an introduction to the research 
problem, statement of the problem, purpose of the study, research questions, research 
hypotheses, methodological assumptions, significance of the study, theoretical 
background related to this topic, definitions of commonly used terms, and delimitations 
and limitations o f this study.
Chapter 2 contains a review of the literature. The literature review focuses on 
literature concerning the use of pre-therapy information orientation techniques and their 
efficacy regarding reduction of anxiety, client satisfaction, clients' ability to set treatment 
goals, and outcome of therapy.
Chapter 3 describes the population, sampling procedure, instruments, reliability, 
validity, procedures used for data collection, and the null hypotheses with methods of 
analysis.
Chapter 4 presents the findings and interpretation of the results. Chapter 5 provides 
a summary of the findings, discussion of the results, implications of the findings, and 
recommendations for further research.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
CHAPTER n
REVIEW OF LITERATURE
This chapter presents a review of relevant research in the following main areas: ( 1 ) 
effects of client expectations on the therapy process, (2) impact of clients' pre-therapy 
information on accurate knowledge and expectation of therapy, (3) effects of anxiety on 
the therapy process, (4) impact of pre-therapy information on client anxiety, (5) factors 
affecting client satisfaction/outcome, and (6) impact o f pre-therapy information on client 
satisfaction and outcome.
Effects o f Client Expectations on the Therapv Process 
Prospective clients often enter into the therapeutic alliance lacking a clear 
conceptualization of their role, the role of the therapist, the expected behavior required in 
order to achieve results, the nature of the client-counselor relationship, the change 
potential, and generally what the process of therapy is all about (Deane et al., 1992; 
Hoehn-Saric et al., 1964; Lambert & Lambert, 1984; Stewart & Jessell, 1986; Strupp & 
Bloxom, 1973). Despite years o f research and practice, there is limited substantive data 
about client expectations that impact satisfaction and outcome efficacy. Strupp and 
Bloxom (1973) and Lambert and Lambert (1984) cite that among the more serious 
impediments to progress in psychotherapy are those related to the clients' preconceptions
12
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of expectations and their alignment with the realities of the therapeutic experience. Levitt
(1966) and Lennard and Bernstein (1960, 1967) observed that, if clients' expectations are
not realized early in therapy, they drop out o f  therapy having accomplished minimal
results or nothing at all. Henry Stack Sullivan observed the same phenomenon 40 years
ago: "The person who comes to [a psychotherapy] interview expecting a certain pattern
of events which does not materialize will probably not return" (Sullivan, 1954, p. 28).
The term expectations, as used above, refers to a belief concerning the nature of
psychotherapy. Overall and Aronson (1963) concluded:
One way of reducing cognitive inaccuracies is to attempt, during initial phases of 
treatment, to re-educate the client as to both his ovm and the therapist's role in the 
treatment. Since a great proportion (57%) of the dropouts occur after the initial 
interview, it would seem particularly important to raise the question of 
expectations during the first hour. Moreover, it may be necessary to encourage a 
direct expression of expectations so that both client and therapist can more easily 
view and modify their roles, (pp. 87-88)
Some clients are confused when they are apprised of the roles they are expected to 
play in the therapeutic process. This causes them to be resistant to the therapeutic process. 
Hare-Mustin et al. (1979) observed that clients have a very limited knowledge of 
counseling procedures, the development o f therapeutic objectives, the potential for 
change, and the side effects o f the therapeutic alliance. It was their assertion that potential 
clients need to be informed, in some fashion, about the therapeutic process, if for no other 
reason than to make informed decisions and have realistic expectations of the therapeutic 
relationship. Strupp and Bloxom (1973) observed that the failure of many clients to 
maximally benefit from therapy is. in part, caused by their misconceptions, poor 
motivation, and lack of information regarding the roles they and the therapist will
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undertake. Egan (1970) observed that the failure to provide the client with information
regarding the rationale underlying psychotherapy and some idea of expected behavior
tends to make the client persist in asking the therapist for more specific information about
the therapeutic encounter. Ome and Wender (1968), who refer to the pre-therapy
orientation procedure as anticipatory socialization, wrote:
There is a strong relationship between a patient's perception of psychotherapy and 
its ultimate success. Some patients who appear to lack motivation for treatment 
may be capable o f profiting from psychotherapy if they are taught what to expect— 
if they understand the rules of the game. (p. 1202)
Holmes and Urie (1975) cite a large amount o f research that, in part, suggests that 
clients who understand the processes of therapy and who also expect improvement from 
therapy benefit more than those clients without expectations or understanding. Kelly 
(1955) was one of the first theorists to propose a theoretical foundation for the role of 
client expectations. He believed that the majority o f clients hold a highly personalized 
view of the qualities of the therapeutic relationship and of the therapist's role and process 
o f therapy. This construct of expectation has figured prominently in theory and research 
in most areas of counseling psychology. In recent years psychologists have theorized that 
clients' expectations exert enormous influence on their decision to enter into therapy and 
their resolve to stay in therapy (Tinsley et al., 1993). A review by Goldstein (1960) 
identified two types of counseling expectations: prognostic expectations, which involve 
an assessment made by the client pre-judging the potential efficacy resulting from 
engaging in therapy, and participant role expectations, which embody the preconceived 
ideas of the client about what action or activities they will be required to do and how they
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will be expected to behave. Goldstein (1962) and Garfield (1978) theorized that these 
two types of client expectations highly influence the counseling process and outcome. Of 
the many detriments that preconceived expectations have on therapeutic outcomes. 
Farley, Peterson, and Spanos (1975) found that no-shows and premature terminations are 
the most common and result primarily from confusion about the therapeutic process and 
the role clients are required to adopt. Studies by Goldstein (1962). Strupp and Hadley 
(1977), and Zwick and Attkisson (1985) found that inappropriate expectations have been 
determined to be related to premature termination, appointment no-shows, and limited 
therapeutic change.
Impact of Pre-therapy Information on Client Expectations 
A number of studies have identified the use of a pre-therapy information orientation 
as a means of influencing client expectations. A study by Deane et al. ( 1992) observed 
that the effects o f providing pre-therapy information orientation to clients prior to 
entering the therapeutic alliance were unclear because research on this issue had produced 
inconsistent results and the majority of the studies suffered from a variety of 
methodological deficiencies. The most predominant of these deficiencies was the absence 
o f a manipulation check to determine if the pre-therapy information intervention was 
responsible for the observed outcomes. A critical review by Tinsley et al. (1988) 
reported that only 10 out of 24 experimental investigations found beneficial effects on 
therapy process or outcome by the use o f pre-therapy information disclosure, but only 1
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included a manipulation check. They also found that only 4 of the 24 investigations had 
an impact on expectancies, with only 1 study reporting an effect on therapeutic process.
One type o f pre-therapy intervention used was vicarious pre-training. Truax and 
Wargo (1969) found that schizophrenic clients exposed to an audiotape preparation 
depicting a single therapy session demonstrated increased self-exploration and moderate 
personality change. Bandura (1965) suggested that a possible way of eliminating the 
confusion experienced by prospective clients prior to engaging in the therapeutic 
relationship was accomplished through the vicarious viewing o f others' experiences of the 
therapeutic process. A study by Truax and Carkhuff (1967) observed that when clients 
were presented with vicarious therapeutic pre-training, they demonstrated a significant 
reduction of resistant behaviors. This reduction o f resistant behaviors greatly enhanced 
the benefits attained by therapy.
Role induction interviews were another method studied. During the 1960s. the 
Johns Hopkins Psychotherapy Research Unit evaluated the use o f a pre-therapy role 
induction interview, which was based on the Anticipatory Socialization Interview of Ome 
and Wender (1968). The Anticipatory Socialization Interview served three major 
purposes: (1) to establish a rational basis for clients to accept psychotherapy as a means 
o f helping them to deal with their current problem, recognizing that talking is not seen by 
most clients as a treatment modality, (2) to clarify the role of the client and therapist in 
the course of therapy, and (3) to provide a general outline of the course of therapy and its 
ups and downs, with particular emphasis on the clarification of the clients' negative and 
hostile feelings. The researchers found that those clients in the pre-treatment interview
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group showed a significant increase in expectations that were congruent with the 
therapists’ expectations and process o f therapy.
Strupp and Bloxom (1973) expanded the scope of the Ome and Wender's 
Anticipatory Socialization Interview to encourage clients to do the following:
1. Express personal feelings to a mental health professional.
2. Recognize that talking about troublesome feelings can be useful.
3. Understand that change requires work that must be done by the client 
themselves.
4. Accept the knowledge that some of the clients' difficulties are self-inflicted.
5. Understand that some physical ailments can be caused by psychological stress.
6. Realize that there are adaptive and maladaptive ways of expressing anger, 
hostility, resentments, and aggression.
7. Accept peers as potential allies and friends.
8. Expect no miracles and understand that personality change takes time.
9. Accept the knowledge that medication provides no solution to problems in 
living.
10. Learn that difficulties in living are common and that they can be dealt with 
effectively by talking about them.
11. Expect that there are no cures for life's difficulties—only more or less adequate 
ways of dealing with them.
The film entitled "Turning Point" (black and white 16 millimeter, running time 32 
minutes), which incorporated the above-stated propositions, was shown to the subjects of
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their study. Strupp and Bloxom ( I973)found this pre-therapy preparation to have a 
significant effect on the clients' realistic expectations o f the therapy process and their role 
in it.
The role induction interview by Hoehn-Saric et al. (1964) was administered to 
outpatients prior to the first therapeutic session. The role induction was designed to 
increase the congruence of the client's behavior with the therapist’s expectations as to 
how psychiatric clients should behave. It was observed that, in comparison to a control 
group, those clients in the induction interview group scored significantly higher on a scale 
rating appropriate therapy behavior. In addition, they had better attendance, had a better 
therapeutic relationship as rated by their therapists, and showed greater improvement in 
target symptoms. Role induction, as used in the above-cited study, was seen to function as 
an advanced organizer by providing information about therapy that clients did not already 
possess. The term "advanced organizer" was originated by Ausubel (1960). It was 
thought to facilitate learning by aiding in the development or elaboration of a cognitive 
framework into which new information could be subsumed. Frank ( 1973) also 
demonstrated the benefits of this method. He foimd that when role induction interviews 
were conducted properly, the admission procedure can heighten the client's hope of 
benefit from therapy and trust in the therapist.
Heitler (1973) used yet another form of pre-therapy information. He found that 
prepared clients who were given an interview emphasizing information about therapy 
generally spoke earlier in the sessions, communicated more ofren. made more self­
initiated communications, and made more self-exploratory commimications. Ratings by
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the therapists showed that those prepared clients were viewed as more involved, had a 
better prognosis, and were closer to the therapist's ideal client. In a follow-up study by 
Heitler (1976), the effects of preparation procedures were observed to have had a positive 
effect on a number o f treatment variables. The most notable effects were correct 
expectations about treatment, improvement of attendance and progress, and the reduction 
of premature terminations. Holmes and Urie (1975), in a study comparing the use o f a 
therapy preparation interview versus a social history interview, foimd that prepared 
clients had a significantly lower proportion of dropouts. An analysis of variance revealed 
that prepared clients scored significantly higher on an Understanding of Therapy 
Questionnaire than did non-prepared clients. One of their conclusions was that 
preparation had been an effective means of providing clients with more accurate 
information and a better understanding o f therapy.
Pre-therapy videotapes have become the current medium for providing pre-therapy 
information. Coleman and Kaplan (1990) observed that the subjects in their study who 
received the pre-therapy orientation videotape identifying common misconceptions 
brought to the therapy process had significantly higher scores on the Therapy Knowledge 
Survey than those who did not receive the preparation. Prior to admittance into the 
research project, a check was made to ensure that the prospective clients had not 
previously been in therapy. Weinstein (1988) observed that clients shown either a 
narrated or non-narrated modeling videotape with four segments based on transcripts 
from actual therapy sessions demonstrated a significantly greater understanding of 
therapy than did clients in the control condition. Zwick and Attkisson (1985) conducted a
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one-tail t-test to examine the performance o f oriented clients and control clients on an 
entry Psychotherapy Questionnaire (PQ). The oriented group was presented a pre-therapy 
orientation describing the relationship between the client and therapist, encouraging 
attendance at appointments, and stating that most clients find a reduction in anxiety and 
depression through therapy even though progress is usually not immediate. The oriented 
group, who received the pre-therapy information, correctly answered an average of 13.03 
questions on the PQ, compared to the control group who did not receive the pre-therapy 
information and answered an average of 9.43 questions correctly. Although a number of 
studies have been performed on this subject, the results are inconsistent. Tinsley et al. 
(1988) concluded the following: The use of complicated experimental therapy 
interventions to influence expectancies were unnecessary and fhiitless; audiotaped and 
videotaped pre-therapy interventions were most effective; and printed information had the 
least effect on changing expectations about therapy.
Pre-therapy audiotapes have, in the past, been shown to be inconsistently effective 
in mediating change in a limited number o f therapeutic areas and only with specialized 
populations. Truax, Wargo, Carkhuff Kodman, and Moles (1966) found that 
schizophrenics who were exposed to a pre-therapy audiotape emphasizing good patient 
therapy behavior demonstrated increased accurate expectations of the therapy process.
The results, however, were not statistically significant. In a study by Truax, Wargo. and 
Volksdorf (1970), the presentation of a pre-therapy audiotape depicting good group 
therapy patient interactions to institutionalized juvenile delinquents significantly 
increased their knowledge about the structure of therapy, but did not impact their role
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behavior. Neither o f these studies conducted follow-up assessments to determine if the 
impact o f initial change experienced by the clients had a lasting impact. Friedlander and 
Kaul (1983) attempted to affect the therapeutic process by the use of a pre-therapy 
information audiotape, but failed to perform a manipulation check, which casts doubt on 
their marginally significant findings. The results o f  their study, however, generally 
support the conclusion that pre-therapy audiotape information orientations are an 
effective method o f influencing expectations.
Summary
The lack of accurate information held by prospective clients about the nature of the 
therapeutic encounter leads to numerous problems that limit the effectiveness of the 
therapeutic process: (1) confusion about the roles clients are expected to play in the 
therapeutic process. (2) difficulty in the development o f therapeutic objectives, (3) the 
lack of preparedness for potential negative change or side effects on the therapeutic 
alliance, (4) premature termination and appointment no-shows, and (5) confusion about 
the role the therapist will play in the therapeutic process.
Effects of Anxiety on the Therapv Process 
Depending upon the theoretical orientation o f the therapist, anxiety has been 
conceived as the primary motivator for the client to remain in therapy, or as the primary 
hindrance to the growth of the client (Clemes & D'Andrea. 1965). Farley et al. (1975) 
foimd that no-shows and premature terminations are the most common problems, 
resulting primarily from anxiety and confusion about the therapeutic process and the role
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clients are required to adopt. Studies by Goldstein ( 1962). Strupp and Hadley ( 1977). 
and Zwick and Attkisson (1985) found that inappropriate expectations and the resulting 
anxiety have been determined to be related to premature termination, appointment no- 
shows. and limited therapeutic change.
One of the expected functions of pre-therapy orientation procedures is the reduction 
of client anxiety (Heller. 1968). In support of this notion, early studies by Bordin (1955) 
and Pope and Siegman (1962) observed that clients were less anxious when the therapist 
structured the interview by responding with increased frequency and by providing 
specific information. These studies found that the overt statements and physical setting of 
the interview were the primary determinates of the client's anxiety, and the lack of 
guidance given by the therapist was responsible for the uncertainty felt by the client. It 
was also observed that when the client's expectations were dissimilar to the therapist's 
expectations, the client became uncomfortable and dissatisfied with the relationship. This 
was due. in part, to the client's inability to predict what would happen next and the 
uncertainty of what to do or say. Day and Reznikoff ( 1980) observed that actual 
behaviors were not impacted by a presentation of the videotaped pre-training and guided 
performance. No decrease in anxiety was noted prior to therapy, as measured on the 
State-Trait Inventory, A-State.
Lennard and Bernstein (1967) observed that, during the beginning sessions of 
therapy, a majority of time is devoted to teaching clients their roles. This serves to aid in 
the reduction of the client's anxiety and to effectually help the client make the decision to
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stay in therapy. Expectations about the process o f psychotherapy are a subtle, but highly 
important, influence on outcome and anxiety. Goldstein (1962) argued: “Focusing upon 
and clarifying therapist and client role expectancies should be detailed, deliberate and 
repeated. In early sessions, in particular, resolving expectational discrepancies by these 
means appears crucial" (p. 121).
Impact of Pre-Therapy Information on Client Anxiety 
It is important to note that few studies have directly measured the impact of pre­
therapy information on anxiety (Clemes & D'Andrea, 1965; Deane et al., 1992). To date, 
no studies examining the impact of a pre-therapy audiotape information orientation on the 
reduction of anxiety have been conducted. Studies utilizing verbal and video pre-therapy 
information techniques have shown that these techniques have an apparent impact on the 
reduction of client anxiety. A study by Clemes and D'Andrea (1965) observed that those 
clients in the experimental group whose expectations were compatible with the initial 
interview scored significantly lower on the Anxiety Emotion Scale. This study assumed 
that clients having guidance expectations would expect the professional to take 
responsibility for directing the interview with highly specific and directive questions, 
whereas the clients having participatory expectations would expect the professional to 
remain relatively passive and noncommittal, letting the client direct the interview. For 
either group, uncertainty would arise from a discrepancy between the clients' expectations 
and the behavior of the professional. The emotions of relief, irritation, self-blame, and
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sadness were also investigated to see if uncertainty was reflected in any effect other than 
anxiety. Increased anxiety was produced when the expectations of the client were not met 
in the type o f interview experienced. Those subjects in the guidance expectation group 
who received the passive interview and those subjects in the participatory expectation 
group who received the responsible, directive interview scored higher on the Anxiety 
Emotion Scale than did those subjects who received an interview consistent with their 
expectations.
Deane et al. (1992) hypothesized that pre-therapy information would reduce pre­
therapy anxiety, increase the accuracy of the clients’ expectations, and enhance outcomes 
after 2 months of therapy. A pool of 138 outpatient clients at two New Zealand public 
hospitals agreed to participate and complete the research phase of the research protocol. 
Each subject was randomly assigned to a registered clinical psychologist who practiced a 
verbal, problem-oriented therapy in which the client was expected to be an active 
participant. To test for both the effects of the videotape on state anxiety and expectations 
for pretest sensitization, the Braver and Braver (1988) procedure was utilized. A 2 X 2 
between groups ANOVA on posttest scores to test for a significant interaction was the 
initial procedure. No significant interaction effects in the form of a simple main effect for 
pre-test were found. Deane’s observations supported the hypothesis that those clients in 
the pre-therapy information experimental group reported significantly lower scores on the 
State Trait Anxiety Scale. This was the first reported occurrence of such a finding in the 
literature.
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Summary
Expectations held by the prospective client about the therapeutic process directly 
impact the anxiety felt by the client. Clients were affected in the following ways.
1. When the therapist structured the interview by responding with increased 
frequency and by providing specific information, clients were less anxious.
2. When little guidance was provided by the therapist, clients felt more uncertainty.
3. When the client's expectations were dissimilar to the therapist's expectations, the 
client became uncomfortable and dissatisfied with the relationship due. in part, to the 
client's inability to predict what would happen next and the uncertainty of what to do or 
say.
4. When the client's anxiety was not relieved, the potential for appointment no- 
shows and dropout rates increased dramatically.
5. When the clients failed to receive information regarding the rationale underlying 
psychotherapy and some idea of expected behavior, they were more likely to persist in 
asking for additional specific information more often than is preferable in the therapeutic 
experience.
The limited number of studies examining the impact of a pre-therapy information 
orientation on anxiety have demonstrated an effect on the client's level of anxiety. These 
studies have been limited to verbal and video pre-therapy information techniques; none 
have used a pre-therapy audiotape format.
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Factors Affecting Client Satisfaction/Outcome 
Interest in examining the helping process has existed for a long time, predating the 
inception of counseling psychology. Healers the world over have attempted to fully 
comprehend whether their actions were helpful and whether what they were doing led to 
change and. ultimately, client satisfaction. Use of the scientific method to examine the 
helping process did not emerge in earnest until the mid-20th centiuy. which happened to 
coincide with the founding of counseling psychology as a discipline. To date, the direct 
measuring of pre-therapy information on outcome and satisfaction has been limited to a 
few studies (Bonner & Everett. 1986; Day & Reznikoff. 1980: Deane et al.. 1992: Zwick 
& Attkisson. 1985). A number of studies have examined a variety of variables and their 
effect on outcome and satisfaction, including the counseling relationship (Kolden. 
Howard, & Maling, 1994) and the relationship of clients' reasons for dropping out of 
treatment to outcome and satisfaction (Pekarik, 1992). According to a critical review by 
Sexton and Whiston (1994), the therapeutic relationship serves a variety of purposes and 
functions for each individual client at different times during the therapeutic relationship. 
This makes it difficult to investigate. Hence, the measurement o f outcome and 
satisfaction becomes a myriad of variables that interact in a multitude of different ways.
Conceptually, the therapeutic bond is observed to be a product of the coimseling 
interaction (Saimders. Howard, & Orlinsky, 1989). It is comprised of three therapeutic 
dimensions: working alliance, empathie resonance, and mutual affirmation. For the 
purpose of this study, the therapeutic dimension of working alliance is most germane. The 
working alliance refers to the degree to which each participant enacts his or her respective
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role in the therapeutic enterprise. Thus, the degree to which the clients fulfill their roles 
will have a direct impact on the outcome and satisfaction experienced as a result of the 
therapeutic alliance. Studies by Goldstein (1962), Strupp and Hadley (1977), and Zwick 
and Attkisson (1985) found that inappropriate expectations held by the client have been 
observed to have a negative and limiting impact on therapeutic change, satisfaction, and 
outcome.
Impact o f  Pre-Therapv Information on Client Satisfaction/Outcome 
Studies of client outcomes, as impacted by pre-therapy information orientation 
modalities, have provided inconsistent results. Only two studies to date have utilized a 
pre-therapy audiotape information orientation to impact client satisfaction. Lambert and 
Lambert (1984) found a moderate increase in client satisfaction, which approached the 
level of significance, through the use of a pre-therapy audiotape information orientation. 
Bonner and Everett (1986) observed the impact of a pre-therapy audiotape orientation on 
satisfaction to reach a level o f significance.
Hilkey, Home, and Wilhelm (1982) observed that the presentation of a videotaped 
pre-training and guided performance procedure did not yield differential self-reports on 
outcomes between experimental and control groups as measured on the Idiosyncratic 
Goal Behavior Rating Scale; however, both groups reported moderate progress toward 
their goals. The therapists in the study found that the combination of techniques 
significantly fostered progress toward the client's idiosyncratic goals for the experimental 
group.
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Truax and Wargo (1969) observed that those clients in the experimental vicarious 
pre-training group showed greater improvement on 21 of 23 outcome measures than did 
the control group. A study by Day and Reznikoff (1980) observed that the effects of a 
pre-therapy videotape preparation procedure on client satisfaction approached 
significance with the experimental group, but did not attain statistical significance. They 
observed that those clients who were given the pre-therapy videotape information were 
not found to be more satisfied with treatment than were the unprepared clients. A lack of 
statistical significance was also found in a study by Zwick and Attkisson ( 1985) which 
measured the impact of an 11 -minute pre-therapy information videotape on client 
satisfaction.
Deane et al. (1992) studied client satisfaction at termination o f therapeutic services 
as impacted by pre-therapy information. They observed that 9 out of 10 outcomes were 
in the predicted direction, reflecting more positive outcomes for those in the pre-therapy 
videotape information group; however, only 1 was statistically significant. It was further 
demonstrated that the use o f the pre-therapy information videotape did not enhance 
therapy outcomes at the 2-month follow-up.
Other studies (Childress & Gillis, 1977; Day & Reznikoff, 1980; Holmes & Urie, 
1975; Strupp & Bloxom, 1973; Zwick & Attkisson, 1985) have provided inconsistent 
results regarding the long-term efficacy of pre-therapy information orientations on client 
outcomes. As of this date, there are no studies which have employed a pre-therapy 
information orientation that observed significant improvement on all outcome measures.
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Relative to the studies cited above, there are typically only a few outcomes which 
are impacted by the use o f pre-therapy information preparation techniques. Studies by 
Hoehn-Saric et al. (1964) and Strupp and Bloxom (1973) observed that presenting 
problems were significantly impacted by pre-therapy information orientations by clients 
achieving resolution with regard to their presenting problem. In contrast, a study by 
Holmes and Urie (1975) found no significant treatment effects on target complaint 
measures. Jacobs, Charles, Jacobs. Weinstein, and Mann (1972). despite many 
methodological flaws, observed that the use of verbal pre-therapy information- 
préparation procedures positively impacted the improvement of the client, via ratings 
given by individual psychiatric residents. Truax et al. (1966) observed significant 
outcome improvement as a direct effect o f a pre-therapy role induction interview within 
the experimental group of clients who attended a psychiatric outpatient clinic. Zwick and 
Attkisson (1985) observed that the results of a repeated measures analysis of variance 
indicated that the clients who viewed the pre-therapy videotape information experienced 
greater symptom reduction than did the control group (p < .05) according to the Client 
Checklist, a 35-item self-rating scale that is a subpart of the SCL-90 (Derogatis. Lipman. 
& Covi, 1973). They further observed that with the Global Assessment Scale (GAS) and 
the Outpatient Rating Scale only the time effect was significant for the GAS and for the 
Outpatient Rating Scale.
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Summary
The measure of client satisfaction and outcomes, as directly influenced by the use of 
a pre-therapy information orientation modality, is observed to have widely inconsistent 
results. Equally distributed throughout the limited research literature are studies finding 
both statistically and non-statistically significant results for both client satisfaction and 
outcomes.
Chapter Summarv
Although the scientific literature is replete with many studies using a variety o f pre­
therapy information procedures, very few have used a pre-therapy information orientation 
audiotape, only three studies have incorporated the use of a post-intervention pre­
counseling manipulation check, only two studies have used a manipulation check both 
pre-counseling and post-coimseling, and no studies using a pre-therapy information 
orientation audiotape have been conducted in a university setting. To help broaden the 
scientific literature in the area of pre-therapy information-orientation procedures and 
outcomes, there is a need for an additional study that would use a different population and 
methodological approach.




The purpose of this study was to answer the following questions:
1. What effect will a pre-therapy information audiotape have upon overall client 
satisfaction at termination o f services?
2. What effect will a pre-therapy information audiotape have upon the anxiety 
level of the client?
3. What effect will a pre-therapy information audiotape have upon the client's 
knowledge of therapy?
4. Is there a relationship between listening to a pre-therapy information audiotape 
and a reduction of symptoms?
This chapter describes the following aspects of the study: the population, sample 
and research setting, the dependent and independent variables, design, procedures, 
instrumentation, hypotheses, and data analysis.
Population. Sample, and Research Setting
The population consisted of those individuals who were eligible for counseling 
services at the Counseling and Testing Center at Andrews University. The criteria for
31
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inclusion in this research study was that each subject by definition is a legal adult 18 
years or older and is either a student or employee of Andrews University or child/spouse 
o f the student or employee. The Counseling and Testing Center is staffed by two Ph.D.- 
level psychologists, one who is fully licensed and one who is in the process of obtaining 
licensure. In addition, there are other therapists: two master’s-level clinicians and one 
doctoral-level licensed professional counselor. There are no fees or charges for the 
services provided by the center. According to the director. Dr. Lloyd Erickson, the 
Counseling and Testing Center clientele represent the demographic makeup of the 
University population. The information regarding the therapeutic process each client 
received from their therapist was not standardized. As a matter of practice in the 
Andrews University Counseling and Testing Center, each therapist independently 
determines the content and amount o f information they provide.
A sample size of 52 was utilized in this research. Twenty-nine subjects were in the 
experimental group and 23 were in the control group. Data was collected from January 
1996 through May 1997. All clients who came to the Andrews Counseling and Testing 
Center for personal counseling were asked to participate in this study. Clients who came 
to the center for assessment only, substance abuse assessment, student mission 
evaluation, or career counseling were not asked to participate in this research study. 
Three subjects started but did not complete this study due to academic and personal 
reasons. The Andrews Counseling and Testing Center does not. as a matter of practice, 
keep records to indicate the number o f sessions attended by each client or the number of 
clients seen by each therapist.
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The Variables
The dependent variables for this study were the following:
1. Client satisfaction as measured by the Client Satisfaction Questionnaire 
(Appendix A), which measures the clients’ satisfaction with the process and outcome of 
therapy.
2. Client anxiety as measured by the State-Trait Anxiety Inventory-Version Y 
(Appendix A), which measures the clients' anxiety reaction or process taking place at a 
given time and level of intensity.
3. Client knowledge as measured by the Psychotherapy Questionnaire (Appendix 
A), which measures the clients' knowledge of the therapeutic process.
4. Client symptomology as measured by the Client Checklist (Appendix A), which 
measures the clients' own perception of their symptoms.
5. Client symptom change as measured by the Client Self Rating Scale (Appendix 
A), which measures the clients' own perception of symptom change.
6. Client symptom severity as measured by the Outpatient Rating Scale (Appendix 
C). which measures the clients' symptom severity as perceived by the therapist.
7. Client therapy outcome as measured by the Revised Therapist Outcome 
Questionnaire (Appendix C), which measures the therapists’ impression of how well the 
client preformed in therapy.
8. Client change as measured by the Therapist Global Rating Scale (Appendix C). 
which measures the therapists' impression of how much the client has changed and in 
what direction since the initial intake interview.
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The sole independent variable for this study was the administration of a pre-therapy 
information audiotape, which relates the following general information. Psychotherapy 
can help clients to understand and deal more effectively with their problems and 
concerns. Unlike a medical doctor, who often provides specific advice, a therapist serves 
as a skilled listener. If clients have doubts about whether to continue in therapy, they 
should discuss it with their therapist. The client should continue to attend even when 
things are difficult and progress seems slow. Improvements may not be seen 
immediately. There may be ups and downs. In order to improve, the client must be 
willing to discuss uncomfortable topics. Therapy can help clients' to feel less troubled by 
anxiety and depression.
Design
The experimental design used in this research study was a randomized subjects, 
pretest-posttest control group design. Subjects were assigned to the experimental 
audiotape and control no-audiotape groups by random assignment. The pre-therapy 
audiotape orientation was given only to the experimental group. Both groups were given 
the following pretest instruments: Psychotherapy Questionnaire. State-Trait Anxiety 
Inventory-Version Y, and the Client Checklist (see Appendix A). Upon completion of 
therapy, both groups completed the following post-test instruments: Client Self-Rating 
Scale, Client Satisfaction Questionnaire, Psychotherapy Questionnaire, and the Client 
Checklist (see Appendix A).
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Procedure
All new client referrals were given the option to participate in the research when 
they scheduled their first appointment. If the client agreed to participate, the office 
support staff determined their group assignment by dropping a die into a glass. If the 
presenting number was even, the client was assigned to the experimental group; if odd. 
the client was assigned to the control group. The clients were asked to arrive 20-25 
minutes early for their first session.
Each participant was asked to sign a Client Consent Form (Appendix B) and was 
given a folder which contained the following items: the Psychotherapy Questionnaire. 
State-Trait Anxiety Inventory-Version Y, Client Checklist (see Appendix A), an empty 
envelope identified by the letters "PRE C." and a sealed envelope identified by the letter 
"PRE T" containing the Outpatient Rating Scale (see Appendix C). The folder contained 
two additional sealed envelopes identified by either the letters "POST C" or "POST T." 
The "POST C" envelope contained the following client instruments: Client Self-Rating 
Scale. Client Checklist. Client Satisfaction Questionnaire, and the Psychotherapy 
Questionnaire (see Appendix A). These were completed by the client during the final 
session. The "POST T" sealed envelope contained the following therapist instruments: 
Revised Therapist Outcome Questionnaire, Therapist Global Rating Scale, and the 
Outpatient Rating Scale (see Appendix C). These were completed by the therapist during 
the client's final session. Those participants in the experimental group received a blue 
folder with the instruments printed on light blue paper; the participants in the control 
group received a yellow folder with the instruments printed on yellow paper.
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Figure 1. Diagram of research design and procedure.
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When arriving for their first appointment, each participant in the experimental group 
was given a blue folder and the following written directions:
1. Please have a seat in the waiting area of the Counseling and Testing Center.
2. Please do not look at any of the material in the folder until you have listened to 
the short audiotape.
3. After you have listened to the audiotape, please rewind it, return it to the 
secretary, then fill out the questionnaires in the order in which they are arranged in the 
folder.
4. After you have completed the forms, place them in the envelope that has the 
letters "PRE C" on it, seal the envelope, and return it to the blue folder.
5. At the beginning of your session please give the therapist your folder 
(Appendix B).
Each participant in the control group received a yellow folder and the following 
written directions:
1. Please have a seat in the waiting area and fill out the questionnaires in the order in 
which they are arranged in the folder.
2. After you have completed the forms, place them in the envelope that has the 
letters "PRE C" on it, then seal the envelope and return it to the yellow folder.
3. At the beginning of your session, please give the therapist your folder 
(Appendix B).
At the end of the first session, the therapist, who had signed the Therapist Consent 
Form (Appendix B), opened the sealed envelope identified by the letters "PRE T" and
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completed the Outpatient Rating Scale (Appendix C). The therapist then returned the 
instrument to the folder and placed the folder into the case file.
During the client's final session, the therapist gave the client the sealed envelope 
identified by the letters "POST C" and asked him or her to fill out the questionnaires it 
contained without discussing them with the therapist. The therapist simultaneously filled 
out the questionnaires contained in the sealed envelope identified by the letters "POST 
T." When completed, the therapist returned both forms to the folder and secured the 
folder in the designated locked filing cabinet.
The therapists involved in the research were aware that some clients were shown a 
pre-therapy information audiotape prior to the initial session, but they were blind to their 
group assignment. The therapists listened to the content o f the audio, but did not have any 
information about the specific research hypotheses. Therapists were instructed not to ask 
clients whether they had listened to the audiotape, but were free to discuss the audiotape 
and its content if the client initiated the discussion or asked questions. Any clients who 
prematurely terminated therapy (3) were dropped from the study.
Pre-Therapv Information Audiotape 
The script for the pre-therapy information audiotape (see Appendix B) was modeled 
closely after the script used by Zwick and Attkisson (1985). Consistent with the pre­
therapy information videotape of Zwick and Attkisson (1985), the summary narration and 
following main points were identical. The pre-therapy information audiotape was 11 
minutes long and included the following elements:
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1. "Psychotherapy is an active problem-solving and learning process."
2. "The relationship between you and your therapist is a central part of the therapy 
process."
3. "It may take some time to get used to being in psychotherapy."
4. "In order to make changes and improve, you must continue to attend even when 
things are difficult."
5. "Progress in psychotherapy does not occur right away, nor is it always steady."
6. "In order to improve, you must be willing to discuss things that may be 
uncomfortable to talk about."
7. "The majority o f clients who are willing to actively participate in therapy in this 
way can expect improvements to occur."
Instrumentation
The following standardized instruments were used; the State-Trait Anxiety 
Inventory-Version Y (Appendix A), the Client Satisfaction Questionnaire (Appendix A), 
the Revised Therapist Outcome Questionnaire (Appendix C), the Psychotherapy 
Questionnaire (Appendix A), the Client Self-Rating Scale (Appendix A), the Outpatient 
Rating Scale (Appendix A), the Client Checklist (Appendix A), and the Therapist Global 
Rating Scale (Appendix C). A more detailed description of their psychometric properties 
follows later in the chapter.
In selecting the research instruments, a number of requirements were considered.
The instruments needed to be reliable and valid. They needed to be measures that
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allowed comparison with similar research into the effects o f pre-therapy information.
The outcome measures in particular needed to cover a range o f psychotherapy outcomes. 
The measures needed to be brief in view of repeated testing. The measures used are, in 
general, presented in the order in which they were used in the study. Table 1 presents a 
list of the instruments used and their related constructs.
State-Trait Anxiety Inventory-Version Y 
The revised State-Trait Anxiety Inventory-Version Y (STAl-Y) (Appendix A) is a 
40-item Likert-scale-type test. It was published in 1983. The STAI-Y was developed as 
a self-administered test; it may be given either individually or in groups. The time for 
completion is generally less than 10 minutes. The factor structure of Form Y is both 
clearer and more robust than the structure of Form X. Respondents are instructed to 
indicate how they feel "right now" by circling the appropriate response answer. 
Spielberger (1983) describes trait and state as the following: "Trait anxiety refers to the 
relatively stable differences in anxiety-proneness, that is, to differences in the tendency to 
respond to such situations with elevations in the intensity of their state anxiety (S- 
Anxiety) reaction" (p. 5).
The STAI-Y was designed for high-school students, college students, and for adults. 
All items are written at below a sixth-grade reading level. The State-Anxiety scale should 
be administered first since there is clear and supporting evidence that there will be 
unilateral carry-over effects between the measures of state and trait anxiety. The internal 
consistency of the STAI-Y. as indexed by coefficient alpha, ranges from .89 to .91 for the
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TABLE 1
INSTRUMENTS USED AND THEIR RELATED CONSTRUCTS
Construct Client Instrument
I . State anxiety 1. State-Trait Anxiety Inventory-Version Y. (STAI-Y)
2. Expectations/ 2. Psychotherapy Questionnaire (PQ)
knowledge o f therapy
3. Target complaint/ 3. Client Checklist (CC)
problem severity
4. Improvement 4. Client Self-Rating Scale (CSRS)
5. Satisfaction with 5. Client Satisfaction Questionnaire (CS)
services
Construct Therapist Instrument
6. Target complaint/ 6. Outpatient Rating Scale (ORS)
symptom seventy
7. Outcome 7. Revised Therapist Outcome Questionnaire (RTOQ)
8. Improvement 8. Therapist Global Rating Scale (TORS)
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Trait-Anxiety scale and .95 for the State-Anxiety scale. The reliability of the STAI-Y is 
reported at .86 for the Trait-Anxiety scale and .62 for the State-Anxiety scale.
Psychotherapy Questionnaire (PQ)
The Psychotherapy Questionnaire (PQ) (Appendix A) was developed by Zwick and 
Attkisson ( 1985) as a means of determining if clients who had watched the pre-therapy 
videotape had attended to its content. The main body (items 1-17) o f the PQ is a series of 
true/false questions concerning the client's beliefs about the nature of psychotherapy. The 
topics included are those covered in the pre-therapy videotape. The client can check 
either "true," "false." or "no idea." The score on the PQ is the number of correct 
responses. The remaining portion of the PQ addresses whether or not the client has 
participated in therapy before, for how long, and how recently; how much they know 
about therapy; and if they believe it is a good idea to present a video describing the 
process of psychotherapy to all new clients.
The reliability (KR-20) of the true-false portion of the PQ was .83 at the first 
administration and .78 at the second administration. The correlation between the two 
administrations was .85.
Zwick expressed confidence in the validity of the Psychotherapy Questionnaire. She 
indicated that the ability of the PQ to discriminate between those who had watched and 
not watched the pre-therapy videotape was excellent.
Client Checklist (CC)
The Client Checklist (CC) (Appendix A) is a 35-item subset of the widely used
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Symptom Check List-90 (SCL-90), a self-report symptom checklist. The client rates the 
degree to which each symptom has distressed them during the past week on a 5-point 
scale ranging from "not at all" to "extremely."
Larsen, Attkisson. Hargreaves, and Nguyen (1979) employed a 30-item subset of the 
SCL-90. The items used identified depression, anxiety, and anger/hostility subscales, and 
one additional item ("Sleep that is restless or disturbed"). The items selected were those 
determined to be most appropriate for an outpatient population. The study by Zwick and 
Attkisson (1985) used the 30 items by Larsen et al. (1979), plus an additional 5 items 
(31-35) needed for the computation o f a 10-item version of the SCL. This latter version 
had been incorporated into research by Nguyen, Attkisson, and Stegner (1983).
The CC is scored by assigning scale values o f 0 through 4 to each of the possible 
response categories, and then obtaining the simple sum of the scale values. In the study 
by Larsen et al. (1979), the internal consistency of the 30-item SCL was found to be .92 at 
the first administration and .93 at the second. The study by Zwick and Attkisson (1985) 
found the reliability o f the 35-item scale to be .93.
Client Self-Rating Scale (CSRS)
The Client Self-Rating Scale (CSRS) (Appendix A) is a single, Likert-type scale 
which asks clients to rate how much and in what direction they have changed since the 
initial intake interview. The client checks one of the seven response points, which are 
assigned scale values o f 1 though 7. This measure is equivalent to one used by Larsen in 
the earlier study. The data obtained in the study by Zwick and Attkisson (1985) showed
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that the number of functional scale points was five; the two most negative responses were 
never checked. The measure proved to have substantial Spearman correlations with 
several other measures, including the Client Checklist (re = .72) and the Therapist Global 
Rating Scale score (rs = .47).
Client Satisfaction Questionnaire (CS)
The Client Satisfaction Questionnaire (CS) (Appendix A) is an eight-item 
questionnaire which asks clients to evaluate their satisfaction with the services they have 
received. The scale was developed by Larsen et al. (1979). There are four response 
choices for each question, scored 1 through 4. Responses are summed to obtain the CS 
total. Administration results demonstrate high internal reliability, with Cronbach's alphas 
of .93. Construct validity of the CS is enhanced by the high correlations (re = .6 to .8) 
between it and other satisfaction instruments used to measure the same construct.
Outpatient Rating Scale (ORS)
The Outpatient Rating Scale (ORS) (Appendix C) is a 15-item scale developed by 
Free and Overall (1977) under the title "Brief Outpatient Psychopathology Scale." The 
ORS is very similar to the extensively used Brief Psychiatric Rating Scale (Overall & 
Gorham, 1962) with the exception that the ORS is tailored to be used with an outpatient 
population. The ORS is designed for use in a flexible clinical interview style format. A 
list of 15 symptoms on the ORS is scored on a scale from 0 to 5. The responses are 
summed to obtain a total score. Free and Overall (1977) stated that the coefficient alpha
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was found to be .86 for the full scale administration. The internal consistency for the 
entire scale was not reported.
Revised Therapist Outcome Questionnaire (RTOQ)
The Revised Therapist Outcome Questionnaire (RTOQ) (Appendix C) is a measure 
of the therapist's impression o f how well the client performed in four domain areas while 
in therapy. There are 17 items. Each item is rated on a 6-point scale, ranging from "To a 
very small degree" to "To a very great degree." The most desirable response receives a 
scale value o f 6, the least desirable, a scale value of 1. The item scores are summed to 
obtain the total RTOQ score. The analysis of the four domain areas (relationship, 
commitment, goals, expectations) yielded reliability coefficients of .74. .75. .84. and .84 
respectively. The reliability coefficient alpha was reported at .93.
Therapist Global Rating Scale (TORS)
The Therapist Global Rating Scale (TGRS) (Appendix C) is a single Likert-type 
scale which asks the therapist to rate how much and in what direction the client has 
changed since the initial intake interview. The therapist checks one of the seven response 
points, which are assigned scale values of 1 though 7. This measure is the counterpart to 
the Client Self-Rating Scale. The data obtained in the study by Zwick and Attkisson 
(1985) showed that the number of functional scale points was four. Spearman 
correlations between the TGRS and the Global Assessment Scale (GAS), the CSRS 
score, and the ORS were -.75. .47. and .70 respectively.
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Null Hypotheses and Methods of Analysis
Null Hypothesis 1 : There will be no difference in the level of satisfaction between 
clients who listen to the pre-therapy information audiotape and those who do not listen to 
the pre-therapy information audiotape.
Null Hypothesis 2: There will be no difference in the anxiety levels between clients 
who listen to the pre-therapy information audiotape and those who did not listen to the 
pre-therapy information audiotape prior to the first counseling session.
Null Hypothesis 3: There will be no difference in the clients’ expectations of therapy 
between clients who listened to the pre-therapy information audiotape and those who did 
not listen to the pre-therapy information audiotape.
Null Hypothesis 4: There will be no difference in symptom reduction between the 
clients who listened to the pre-therapy information audiotape and those clients who did 
not listen to the pre-therapy information audiotape.
The statistical procedures used to test the hypotheses were t-tests for independent 
samples and Pearson’s r correlation coefficient. All statistical procedure results were 
considered statistically significant at the .05 level.
The three assumptions of the t-test for independent samples are as follows:
1. Samples are random and independently drawn.
2. The underlying population data distribution is normal in shape.
3. Homogeneity of variance—the variances of the populations are equal.
The two conditions for use of the Pearson r are as follows:
1. There must be a linear relationship between X and Y.
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2. Homoscedasticity—there is an equal dispersion o f the points about the regression 
line for all values o f X.
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CHAPTER IV
RESULTS
The purpose of this study was to examine the effect of a pre-therapy information 
audiotape on overall client satisfaction with therapy, increased accuracy o f client 
expectations regarding therapy, reduction of anxiety, and total symptom reduction.
General Characteristics of the Sample 
The sample used in this study included a total of 52 subjects who were receiving 
psychological services at the Andrews University Counseling and Testing Center. All 
subjects voluntarily chose to participate in the study. No clients who came to the 
Counseling and Testing Center and were asked to voluntarily participate refused.
Table 2 provides the general characteristics of the sample with regard to gender, year 
in school, and ethnicity. Of the sample, 23 (44.2%) were male and 29 (55.8%) were 
female. Ethnicity broke down into 29 (55.8%) White, 10 (19.2%) Black, 4 (7.7%) Asian. 
2 (3.8%) Native American, 3 (5.8%) Hispanic, and 4 (7.7%) other participants. Graduate 
students (37) accounted for the largest percentage with 71.2% of the sample, followed by 
seniors (8) with 15.4%, juniors (4) with 7.7%, sophomores (2) with 3.8%, and freshmen 
( 1 ) with 1.9%.
48
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TABLE 2















Native American 2 3.8
Hispanic 3 5.8
Other 4 7.7
Description of the Results 
The data analysis techniques and findings are discussed separately for each of the 
research hypotheses and their related measures. For those data analysis techniques which 
involve the use of a t-test and analysis of covariance models, cell variations were checked 
to assure that the assumptions for each test were met. On all analyses of the data, the 
Type I error rate was set at .05 for each statistical test.
It should be noted that an error in the use of two measures to collect data was 
discovered approximately one-half way through the subject data-collection process. It was 
intended that the Outpatient Rating Scale-Pre-Therapy (therapist measure) and the Client
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Checklist-Pre-Therapy (subject measure) were to be administered at the end of the 
termination session. This was not done. Upon discovery of this error, the two measures. 
Outpatient Rating Scale-Post-Therapy (therapist) and Client Checklist-Post-Therapy 
(subject), were sent to those subjects who had already completed therapy as well as their 
respective therapists. The subjects (13 experimental and 7 control) and their therapists 
were asked to complete their respective measure based on their best recollection and 
therapy progress notes and then submit it to me. In order to determine the impact of this 
error, the data were separated into two groups corresponding to those subjects and 
therapists who had completed the measures using the original methodological design and 
those subjects and therapists who completed the measures not in accordance with the 
original methodological design. Independent two-tailed t-tests were performed on both 
the Client Checklist-Post-Therapy and the Outpatient Rating Scale-Post-Therapy to 
determine if there was a significant difference between the two administration categories. 
No significant difference was observed between the two administration categories for 
either of the measures. The results are displayed in Tables 3 through 6. Since no 
significant effect was observed, the data were analyzed using the original 
experimental/control group methodological design.
Research Question 1 
Research Question 1 asked what effect a pre-therapy audiotape would have upon 
overall client satisfaction at termination of services. The data derived from the Client 
Satisfaction Questionnaire were analyzed to answer this research question.
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TABLE 3
MEANS, STANDARD DEVIATIONS, AND t-TEST ON CLIENT 
CHECKLIST-POST THERAPY EXPERIMENTAL GROUP
Timing Sample size Mean Standard Dev.
On Time 8 2.13 .82
Late 13 1.74 .64
Total 21 1.93 .73
Note, t = 1.12 (p>.05), df=19.
TABLE 4
MEANS, STANDARD DEVIATIONS, AND t-TEST ON CLIENT 
CHECKLIST-POST-THERAPY CONTROL GROUP
Timing Sample size Mean Standard Dev.
On Time 7 1.50 .43
Late 7 1.45 .44
Total 14 1.48 .435
Note, t = .23 (p>.05), df=12.
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TABLE 5
MEANS. STANDARD DEVIATIONS, AND t-TEST ON OUTPATIENT 
RATING SCALE-POST-THERAPY EXPERIMENTAL GROUP
Timing Sample size Mean Standard Dev.
On Time 8 1.16 .55
Late 13 1.31 .76
Total 21 1.24 .66
Note, t = -.52(p>.05).df=19.
TABLE 6
MEANS, STANDARD DEVIATIONS, AND t-TEST ON OUTPATIENT
RATING SCALE-POST-THERAPY CONTROL GROUP
Timing Sample size Mean Standard Dev.
On Time 7 1.13 .62
Late 7 .57 .32
Total 14 .85 .47
Note. t = 2.09 (p>.05), df=12.
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The Client Satisfaction Questionnaire (CS) is a measure o f the subjects’ level of 
satisfaction with the entire therapeutic process. Administration results of this measure 
demonstrate high internal reliability, with Cronbach’s alphas o f .93. Construct validity of 
this measure is enhanced by the high correlations (r§ = .6 to .8) between it and other 
satisfaction instruments used to measure the same construct. The measure was completed 
at the final session when therapy was mutually terminated. It was hypothesized that at the 
conclusion of therapy the experimental group would report higher levels of satisfaction as 
compared to those subjects in the control group. An independent two-tailed t-test was 
performed to compare the means of the experimental and control groups (see Table 7).
No significant difference was observed, t = 1.69, p > .05. In contrast to expectations, the 
mean for the control group (M = 27.04) was slightly higher than the experimental group 
(M = 24.69).
TABLE 7
MEANS, STANDARD DEVIATIONS. AND t-TEST 
FOR THE CLIENT SATISFACTION QUESTIONNAIRE
Group Sample Size Mean SD
Experimental 29 24.69 5.16
Control 23 27.26 4.74
Total 52 25.97 4.95
Note, t = 1.69 (p>.05). d f = 50.
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To ensure that exposure to prior therapy had not influenced the subjects' 
perception o f satisfaction as measured on the CS, an independent two-tailed t-test was 
performed on each group with prior therapy and no prior therapy as the variables. Neither 
analysis, for either the experimental (t = -1.23, p > .05) or control group (t = -.84. 
p > .05), demonstrated an observed significant effect.
Research Question 2
Research Question 2 asked what effect a pre-therapy information audiotape would 
have upon the anxiety level o f the client. To answer this question, data collected from the 
State-Trait Anxiety Inventory (Form Y) were analyzed.
The State-Trait Anxiety Inventory (STAI) is a measure of the subjects' self­
perceived level of anxiety. The measure was completed after the experimental group 
listened to the pre-therapy information audiotape and before either group had their initial 
therapy session. Scoring was reversed on the items that required it, with higher scores 
reflecting higher anxiety. It was hypothesized that the experimental group would score 
lower than the control group. An independent two-tailed t-test was performed to analyze 
the difference (see Table 8). There was no significant difference between groups 
observed for this measure, t = -1.50, p > .05. Contrary to the hypothesis, the control 
group (M = 91.52) demonstrated slightly lower mean scores than the experimental group 
(M = 96.52).
To ensure that exposure to prior therapy had not influenced the subjects’ level of 
anxiety as measured on the STAI. an independent two-tailed t-test was performed on each
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group with prior therapy and no prior therapy as the variables. Neither analysis, for either 
the experimental (t = 1.72, p > .05) or control group (t = -2.34, p > .05), demonstrated an 
observed significant effect.
TABLE 8
MEANS, STANDARD DEVIATIONS, AND TWO-TAILED t-TEST 
FOR THE STATE TRAIT ANXIETY INVENTORY
Group Sample Size Mean SD
Experimental 29 96.52 10.76
Control 23 91.52 13.24
Total 52 94.02 12.00
Note, t = -1.50 (p > .05), df = 50.
Research Question 3
Research Question 3 asked what effect a pre-therapy information audiotape would 
have upon the client’s knowledge of therapy. The data derived from the Psychotherapy 
Questionnaire Pre-Therapy and the Psychotherapy Questionnaire Post-Therapy were used 
to answer this question.
The Psychotherapy Questionnaire Pre-Therapy (PQ-Pre) is a measure of the subjects' 
knowledge and expectations regarding therapy. This measure was completed after the 
experimental group listened to the pre-therapy information audiotape and before either
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group had their initial therapy session. It was hypothesized that the subjects in the 
experimental group would correctly answer more questions relative to the therapeutic 
process than would the control group. An independent two-tailed t-test was performed to 
compare the scores o f the experimental and control groups on the PQ-Pre. The means 
and standard deviations for the two groups are illustrated in Table 9. The experimental 
group answered an average of 14.13 questions correctly, as compared to 12.83 for the 
control group. As indicated in Table 9. the value of t was found to be -2.43. which was 
statistically significant at the .05 level.
TABLE 9
MEANS, STANDARD DEVIATIONS, AND t-TEST ON 
PSYCHOTHERAPY QUESTIONNAIRE-PRE-THERAPY
Group Sample size Mean SD
Experimental 29 14.14 2.03
Control 23 12.83 1.80
Total 52 Mean difference -1.31
Note, t = -2.43 (p < .05). df = 50.
The control subjects were more likely to expect immediate rapport and immediate 
results from therapy, whereas experimental subjects were more likely to present realistic 
views of the therapeutic process. For example, 96% of the experimental group compared 
to 83% of the control group correctly answered the statement, i f  a client feels
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uncomfortable during therapy appointments it probably means that therapy is not for 
them.'" The statement. “For most psychotherapy clients, progress occurs almost 
immediately," was correctly answered by 93% o f the experimental group compared to 
74% o f the control group.
To determine whether exposure to prior therapy had influenced the subjects' level of 
accurate knowledge about the therapeutic process as measured on the PQ-Pre, an 
independent two-tailed t-test was performed on each group with prior therapy and no 
prior therapy as the variables. A significant effect was observed for the experimental 
group with t = 2.81. g < .05 (see Table 10). but not for the control group.
TABLE 10
MEANS. STANDARD DEVIATIONS, AND t-TEST ON 
PSYCHOTHERAPY QUESTIONNAIRE-PRE-THERAPY
Group Sample size Mean SD
PQ-Pre Sum
Experimental-Therapy 13 15.08 .76
Experimental-No Therapy 15 13.87 1.46
Total 28 Mean difference 1.21
Note. t = 2.81.g<.05.
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The Psychotherapy Questionnaire-Post-Therapy (PQ-Post) is a measure of the 
subjects’ knowledge and expectations regarding therapy. This measure was completed at 
the final session when therapy was mutually terminated. An independent two-tailed t-test 
was performed on this post-therapy measure to determine if accurate knowledge of the 
therapeutic process was equivalent for both the experimental and control groups. It was 
believed that the control group would accumulate correct therapy information during the 
course of the therapeutic relationship which would equal that o f the experimental group's 
level of accurate knowledge due to their prior exposure to the pre-therapy information 
audiotape. It was anticipated that the subjects in the experimental group and the control 
group would correctly answer an equivalent number of questions relative to the 
therapeutic process. The means and standard deviations, presented in Table 11. are verv 
similar to those obtained on the PQ-Pre. There was no statistically significant difference 
found between the experimental and control group. The t value was - 1.46 with p > .05. It 
is interesting to note that both the experimental and control group answered fewer 
questions correctly on the PQ-Post measure than they did on the PQ-Pre measure by a 
difference of M  = .93 and M = .48, respectively. The difference in mean scores between 
the Pre and Post measures between the groups narrowed from M = 131 to M = .86.
Research Question 4
Research Question 4 asked what effect a pre-therapy information audiotape would 
have upon the client’s total symptom reduction. Data derived from the Client Checklist.
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the Outpatient Rating Scale, the Therapist Global Rating Scale, the Client Self-Rating 
Scale, and the Revised Therapist Outcome Questiormaire were used to answer this 
question.
TABLE 11
MEANS. STANDARD DEVIATIONS, AND t-TEST ON 
PSYCHOTHERAPY QUESTIONNAIRE-POST-THERAPY
Group Sample size Mean Standard Dev.
Experimental 29 13.21 1.92
Control 23 12.35 2.25
Total 52 Mean difference -.86
Note, t = -1.46 (p>.05).
The Client Checklist is a measure of the subjects’ self-reported symptomology. The 
CC-Pre was completed after the experimental group had listened to the pre-therapy 
information audiotape and before both groups began therapy. The CC-Post was 
completed at the final session when therapy was mutually terminated. It was hypothesized 
that the subjects in the experimental group who received the pre-therapy audio 
information treatment would report greater symptom reduction at termination of therapy. 
An independent two-tailed t-test was performed to analyze the difference (see Table 12). 
There was a significant difference between groups observed for this measure, t = -1.93.
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B <.05. The means of both groups showed a decreased number of self-reported symptoms 
(see Table 13).
The Outpatient Rating Scale (ORS) is a measure of the clients’ symptoms as 
perceived by the therapists. The ORS-Pre was completed by the therapist after the first 
session. The ORS-Post was completed at the final session when therapy was mutually 
terminated. It was hypothesized that the therapists would rate the subjects in the 
experimental group who received the pre-therapy information audiotape as having fewer 
symptoms than those in the control group. An independent two-tailed t-test was 
performed on both the ORS-Pre and ORS-Post to analyze the difference (see Table 14 ). 
There was not a significant difference between groups observed for either the ORS-Pre. 
t = -081 .p>  .05 or ORS-Post. t = -1.46, p >.05.
The Therapist Global Rating Scale (TORS) is a measure of the therapists’ 
perceptions regarding the improvement of the subjects. The TORS was completed at the 
final session when therapy was mutually terminated. It was hypothesized that the 
therapists would rate the experimental group as having improved to a greater degree than 
the control group. A t-Test for Independent Samples was performed and no significant 
effect was observed (see Table 15). Overall, the therapists rated the subjects as being "a 
little better” at the end of therapy.
To determine that the subjects' exposure to prior therapy had not influenced the 
therapists’ rating o f the subject on therapeutic improvement knowledge as measured on 
the TORS, a t-Test for Independent Samples was performed on each group with prior 
therapy and no prior therapy as the variables. Neither analysis, for either the experimental
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TABLE 12
MEANS. STANDARD DEVIATIONS, AND t-TEST ON 
CLIENT CHECKLIST-POST-THERAPY
Group Sample size Mean Standard Dev.
Experimental 29 50.28 13.76
Control 23 62.95 24.83
Total 52 Mean difference -12.67
Note, t =-1.93 (p < .05).
TABLE 13












Note. Top entry in each cell is the mean. The middle entry is the sample size. 
The bottom entrv is the standard deviation.
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TABLE 14












Note. Top entry in each cell is the mean. The middle entry is the sample size. 
The bottom entry is the standard deviation.
TABLE 15
MEANS, STANDARD DEVIATIONS, AND t-TEST 
ON THE THERAPIST GLOBAL RATING SCALE
Group Sample Size Mean SD
Experimental 29 2.72 .84
Control 23 2.26 1.00
Total 52 2.52 .94
Note, t = -1.77 (p>  .05).
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(t = 2.03. g > .05) or control group (t = .25. g > .05), demonstrated an observed significant 
effect
The Client Self-Rating Scale (GSRS) is a measure o f the subjects’ perceived self- 
improvement at the termination of therapy. The GSRS was completed at the final session 
when therapy was mutually terminated. The means, standard deviations, and t statistic for 
the GSRS are given in Table 16. The results from the experimental and control groups 
were compared using a t-Test for Independent Samples. It was hypothesized that the 
experimental group would rate themselves as more improved compared to the control 
group. No significant effect was observed, t = -.32. g > .05.
TABLE 16
MEANS. STANDARD DEVIATIONS, AND t-TEST FOR THE 
CLIENT SELF-RATING SCALE
Sample Size Mean SD
Experimental 29 2.17 .93
Control 23 2.09 1.00
Total 52 2.13 .95
Note, t = -.32 Cp > .05).
The Revised Therapist Outcome Questionnaire (RTOQ) is a measure of the 
therapists’ perceptions of the subjects’ progress at the conclusion o f therapy. The RTOQ 
was completed at the final session when therapy was mutually terminated. An
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independent two-tailed t-test was performed to determine the difference of the therapists' 
perceptions between that o f the experimental group and the control group (see Table 17). 
It was hypothesized that the therapists would designate lower scores on the RTOQ when 
evaluating the subjects in the experimental group, thus indicating more favorable 
impressions of the subjects’ progress. No significant difference was observed, 
t = -.46. p > .05. Contrary to expectations, the mean for the experimental group 
(M = 52.62) was higher than that of the control group (M = 50.65).
TABLE 17
MEANS. STANDARD DEVIATIONS. AND t-TEST FOR THE 
REVISED THERAPIST OUTCOME QUESTIONNAIRE
Group Sample Size Mean SD
Experimental 29 52.62 15.83
Control 23 50.65 15.03
Total 52 52.14 15.53
Note, t = -.46 (p>.05), df = 50.
Correlation Between Client and Therapist Perceptions 
A Pearson’s r correlation was performed on the Therapist Global Rating Scale and 
Client Self-Rating Scale to determine if there was a correlation between the two 
measures. The data were separated by group designation. It was hypothesized that the 
perceptions of the subjects and their therapists in the experimental group would be more
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consistent than those of the subjects and their therapists in the control group. A 
significant correlation was found between the experimental group, r = .4749, p < .05. but 
not the control group, r = . 1120. p > .05.
A Pearson's r correlation was performed between the Revised Therapist Outcome 
Questionnaire and Client Satisfaction Questionnaire-Post-Therapy to determine if there 
was a correlation between the therapists’ perceptions o f the subjects’ improvement and 
the subjects’ satisfaction with therapy. It was hypothesized that there would be a 
significant correlation between the therapists and the subjects in the experimental group. 
There was a significant correlation between the therapists and the control group, 
r = -.4564. p  < .05. No significant correlation was found between the therapists and the 
subjects in the experimental group, r = -.3378, p > .05. These correlations were in the 
expected direction since favorable outcomes were in the low numbers which, according to 
the measures used, were indicative of less symptomology (refer to Appendix A).
A Pearson's r correlation was performed between the Outpatient Rating Scale-Post- 
Therapy and Client Checklist-Post-Therapy to determine if there was a correlation 
between the perceived symptoms of the subjects and the therapists' perceptions of the 
subjects. There was no significant correlation between the therapists and the subjects in 
either the experimental group, r = .1633, p  > .05, or the control group, r = .4087, p  > .05.
A Pearson's r correlation was performed between the Outpatient Rating Scale-Pre- 
Therapy and Client Checklist-Pre-Therapy to determine if there was a correlation 
between the perceived symptoms of the subjects and the therapists’ perceptions of the 
subjects. There was a significant correlation between the therapists and the subjects in the
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experimental group, r = .5026, p < .05. No significant correlation was found between the 
therapists and the subjects in the control group, r = .3882, p > .05. See Table 18 for a 
correlation matrix of subject and therapist outcome, satisfaction, and symptom measures. 
The correlations o f the instruments used in the correlation analysis of this study were 
between r = .2936 and r = .4698.
Summary of Findings 
To answer Research Question 1. an independent two-tailed t-test was performed. 
There was no significant effect of the pre-therapy information audiotape on the level of 
satisfaction with therapy services received as measured by the Client Satisfaction 
Questionnaire (CS).
To answer Research Question 2. an independent two-tailed t-test was performed. 
There was no significant effect of the pre-therapy information audiotape on anxiety as 
measured by the State Trait Anxiety Inventory (STAI). There was, however, a pattern 
contrary to the hypothesis.
To answer Research Question 3. two independent two-tailed t-tests were performed. 
There was a statistically significant positive effect of the pre-therapy information 
audiotape on accurate knowledge/expectations o f the therapeutic process as measured by 
the Psychotherapy Questionnaire-Pre (PQ-Pre). The was not a statistically significant 
positive effect o f the pre-therapy information audiotape on accurate 
knowledge/expectations of the therapeutic process as measured by the Psychotherapy 
Questionnaire-Post (PQ).
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To answer Research Question 4. five statistical analyses were performed. A t-Test 
for Independent Samples demonstrated a significant positive effect of the pre-therapy 
information audiotape on reduction of symptoms (based on subjects’ perceptions) as 
measured by the Client Checklist-Post-Therapy (CC-Post). A t-Test for Independent 
Samples did not demonstrate a significant effect o f a pre-therapy information audiotape 
on symptom-level reduction based on exposure to prior therapy (based on therapists' 
perceptions) as measured by the Outpatient Rating Scale (ORS). A t-Test for 
Independent Samples demonstrated no significant effect of a pre-therapy information 
audiotape on subjects' clinical improvement (based on therapists' perceptions) as 
measured by the Therapist Global Rating Scale (TORS). A t-Test for Independent 
Samples demonstrated no significant effect of a pre-therapy information audiotape on 
subjects’ clinical improvement (based on subjects’ perceptions) as measured by the Client 
Self-Rating Scale (CSRS). An independent two-tailed t-test demonstrated no significant 
effect o f a pre-therapy information audiotape on client progress (based on therapists' 
perceptions) as measured by the Revised Therapist Outcome Questionnaire (RTOQ).
Four separate correlations were performed: three correlations were used to determine 
if therapists’ and subjects’ perceptions were similar relative to clinical improvement, 
symptom reduction, and symptom reporting; one correlation was used to determine if 
client satisfaction corresponded with client improvement. A Pearson’s r correlation 
between the Therapist Global Rating Scale (TGRS) and Client Self Rating Scale (CSRS) 
demonstrated a significant correlation between the therapist and client perceptions of 
clinical improvement in the experimental group, but no significant correlation between
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the therapist and client perceptions in the control group. A Pearson’s r correlation 
performed between the Outpatient Rating Scale-Pre-Therapy (ORS-Pre) and Client 
Checklist-Pre-Therapy (CC-Pre) demonstrated a significant correlation between the 
therapists’ and clients’ perception of the clients’ perceived symptoms in the experimental 
group, but no significant correlation between the therapists’ and clients’ perceptions in 
the control group. A Pearson's r correlation performed between the Revised Therapist 
Outcome Questionnaire (RTOQ) and Client Satisfaction Questionnaire-Post-Therapy 
(CS-Post) demonstrated a significant correlation in the control group, but no significant 
correlation in the experimental group when comparing the clients’ satisfaction with 
therapy and the therapists' perception of clients' improvement. A Pearson's r correlation 
performed between the Outpatient Rating Scale-Post-Therapy (ORS-Post) and Client 
Checklist-Post-Therapy (CC-Post) did not demonstrate a significant correlation between 
the therapists’ and clients' perceptions of the clients' perceived symptoms.




This research study was an attempt to identify the effects of a pre-therapy 
information audiotape on client satisfaction, accurate psychotherapy knowledge, anxiety 
level, and symptom reduction using pre-therapy and post-therapy measures.
This chapter is organized into the following sections: (1) summary, (2) discussion 
and implications, and (3) recommendations.
Summary
This section is divided into four subsections: the problem, overview of related 
literature, methodology, and findings.
The Problem
Some individuals seem to derive an enhanced benefit from the therapeutic process 
when they are exposed to a pre-therapy information preparatory overview of the process, 
expectations, nature o f  the relationship, and criteria for satisfaction, while others do not. 
Reasons for this disparity are, no doubt, multidimensional. Nonetheless, adding to our 
knowledge in any particular area of psychotherapeutic outcomes was determined to be
70
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
71
beneficial in that such knowledge could be used to help further refine methods to help 
ensure client success and satisfaction. Thus, techniques that help a wider number of 
clients achieve greater success may be generated as a result o f this research.
Pre-therapy information preparatory techniques are those used to help clients, prior 
to therapy, gain an accurate imderstanding concerning their role as a client. In addition, 
they learn about the role of the therapist, the nature o f the ciient-therapist relationship, 
and the change potential of the therapeutic process.
Once clients have been given accurate knowledge regarding the therapeutic endeavor 
and leam how to utilize the information to their benefit, unnecessary resistance and trial- 
and-error behavior are minimized or eliminated. This helps the clients focus their 
energies on problem solving and goal setting, leading to increased satisfaction with 
services received and a reduction in premature termination. Pre-therapy preparatory 
information is typically disseminated via an audiotape, videotape, or written document 
prior to the first therapy session. If the client has questions concerning the pre-therapy 
information, the therapist addresses those within the context of the first therapy session.
The use of pre-therapy information preparatory techniques focuses on challenging 
unrealistic expectations, describing the nature of the therapeutic relationship, educating 
clients about their role, delineating the role of the therapist, describing how to formulate 
therapeutic goals, and stating the change potential that could result from therapy. This 
focus has been synthesized from the experiences of many therapists who spent a large 
percentage of their time educating their clients on the aforementioned topics. The use of
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pre-therapy information preparatory techniques has allowed therapy sessions to more 
immediately focus on the client’s presenting problems.
Overview of Related Literature 
A major causal factor contributing to unsuccessful therapy experiences has been the 
unrealistic expectations held by clients concerning the process of psychotherapy, the 
development of therapeutic goals, and the respective roles of the client and therapist 
(Frank, 1978; Garfield, 1971: Heitler, 1976). Prospective clients often enter the 
therapeutic relationship with misconceptions concerning their role, the role of the 
therapist, the nature of the ciient-therapist relationship, and the change potential of the 
therapeutic process (Strupp & Bloxom, 1973). These misconceptions unnecessarily lead 
to resistance and non-productive time as clients engage in trial-and-error behaviors in an 
effort to conform to behavioral and role expectations and, subsequently, to obtain help. 
Hare-Mustin et al. (1979) observed that clients possess minimal knowledge about 
therapeutic procedures, development o f therapeutic goals, and the possible positive and 
negative side effects o f therapy. During the initial therapeutic encounters, the majority of 
time is spent educating the clients as to their role, the therapists' role, and the process of 
therapy.
Current research suggests that clients who understand the process of psychotherapy 
and/or expect improvement from psychotherapy benefit more from psychotherapy than 
clients without understanding or expectations (Deane et al., 1992; Saccuzzo, 1975;
Stewart & Jessell, 1986; Zwick & Attkisson, 1985). When clients are given preparatory
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information prior to the initial therapeutic encounter concerning roles, goals, and 
therapeutic change, their behaviors and expectations are more realistic and they are 
generally more satisfied (Strupp & Bloxom. 1973; Tinsley et al., 1993; Weinstein. 1988; 
Zwick & Attkisson. 1985). Kushner and Sher (1989) and Noonan (1973) observed that 
anxiety is positively correlated with premature termination of therapy and reduced 
attendance.
In addition to the above research, there is a body of research relating to the 
preparation of children for psychotherapy. Holmes and Urie (1975) and Day and 
Reznikoff (1980) found that the use of a pre-therapy, same-age-modeling videotape 
showing children modeling correct behavior while engaged in a therapy session and 
structured pre-therapy interviews emphasizing information about the process of therapy 
increased correct expectations about the therapeutic process and reduced the number of 
premature terminations. Day and Reznikoff (1980) found that clients who had been 
exposed to the pre-therapy preparation began their first session with a significantly 
greater number of correct expectations than did the clients in the control group. Bonner 
and Everett (1982) and Friedlander and Kaul (1983) found similar effects on changing 
children's expectations using a series of pre-therapy information audiotapes.
When clients are given preparatory information prior to the initial therapeutic 
encounter concerning the role in which they will be expected to function, the role of the 
therapist, and the potential for change, their behaviors and expectations are often more 
realistic and consistent with the therapeutic process and outcomes (Tinsley, et al., 1993; 
Weinstein. 1988; Zwick & Attkisson. 1985). Several studies (Heitler. 1973. 1976) have
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
74
suggested that an explicit endeavor to socialize the clients' role expectations in a 
preparatory interview can enhance the clients' use o f the therapeutic process, thus 
promoting a more satisfactory outcome.
In addition, research has demonstrated that the anxiety clients experience about 
engaging in therapy significantly impacts their attendance rate in a negative fashion and 
serves to initially detract from the therapeutic process and client self-discovery (Kushner 
& Sher, 1989; Noonan, 1973).
Childress and Gillis (1977) found that those clients who were engaged in a pre­
therapy role-induction procedure demonstrated significantly higher total symptom 
improvement; however, the role-induction did not alter the clients' knowledge of 
treatment. This finding, in itself, casts doubt on the effectiveness of the role-induction 
orientation as an advanced organizer of information on the process o f therapy.
Methodology
The purpose of this study was to ascertain if there is a relationship between the use 
of a pre-therapy information audiotape and overall client satisfaction with therapy, 
increased accuracy of clients' expectations regarding therapy, reduction of anxiety, and 
total symptom reduction.
Multiple statistical analyses were conducted on a sample o f 52 subjects. The sample 
was drawn from those individuals who were seeking treatment at the Counseling and 
Testing Center at Andrews University. The Counseling and Testing Center is staffed by 
two Ph.D.-level psychologists, one who is fully licensed and one who is in the process of
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obtaining licensure. In addition, there are other therapists: two master’s-Ievel clinicians 
and one doctoral-level licensed professional counselor. There are no fees or charges for 
the services provided by the center.
The Counseling and Testing Center clientele represent the demographic makeup of 
the University population as cited by the director. Dr. Lloyd Erickson. Those who are 
eligible for counseling services are undergraduate students, graduate students, spouses of 
students, and the teenage children of students. An eclectic style of therapy is practiced by 
the therapists at the Counseling and Testing Center.
Each of the subjects who voluntarily agreed to participate in the study completed the 
Psychotherapy Questionnaire (PQ), State-Trait Anxiety Inventory (STAI), Client 
Checklist (CC), Client Self-Rating Scale (CSRS), and the Client Satisfaction 
Questionnaire (CS) prior to beginning therapy. Those subjects who were in the 
experimental group listened to the pre-therapy information audiotape before completing 
these measures. After the first session, each of the therapists who volimtarily agreed to 
participate completed the Outpatient Rating Scale (ORS). At the mutual termination of 
therapy, each subject completed the Psychotherapy Questionnaire (PQ), Client Checklist 
(CC), Client Self-Rating Scale (CSRS), and the Client Satisfaction Questionnaire (CS). 
and each of the therapists completed the Outpatient Rating Scale (ORS). Revised 
Therapist Outcome Questionnaire (RTOQ), and the Therapist Global Rating Scale 
(TGRS).
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Participation in the study was completely voiimtary. Subjects clearly understood that 
refusal to participate in the study, or the decision to withdraw from the study once the\ 
entered the study, would not jeopardize their therapy.
The following statistical analyses were used to investigate whether the pre-therapy 
information preparatory audiotape impacted client satisfaction, client anxiety level, client 
knowledge o f therapy, and total symptom reduction: Two tailed t -Test for Independent 
Samples and the Pearson r Correlation Test.
Findings
Null Hvpothesis 1 : There will be no difference in the level of satisfaction between 
clients who listen to the pre-therapy information audiotape and those who do not listen to 
the pre-therapy information audiotape.
The first null hypothesis was retained. There was no significant difference in the 
level of satisfaction between clients who listened to the pre-therapy information audiotape 
and those who did not listen to the pre-therapy information audiotape.
Null Hvpothesis 2: There will be no difference in the anxiety levels between clients 
who listen to the pre-therapy information audiotape and those who did not listen to the 
pre-therapy information audiotape prior to the first counseling session.
The second null hypothesis was retained. There was no significant difference in the 
anxiety levels between clients who listened to the pre-therapy information audiotape and 
those who did not listen to the pre-therapy information audiotape prior to the first 
counseling session.
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Null Hypothesis 3: There will be no difference in the clients’ expectations of therapy 
between clients who listened to the pre-therapy information audiotape and those who did 
not listen to the pre-therapy information audiotape.
The third null hypothesis was rejected for client expectations in the pre-therapy 
condition (Psychotherapy Questionnaire-Pre-Therapy). Clients who listened to the pre­
therapy information audiotape had expectations significantly more congruent with the 
process of therapy than those who did not listen to the tape. However, the third null 
hypothesis was retained in the post-therapy condition (Psychotherapy Questionnaire-Post- 
Therapy).
Null Hypothesis 4 : There will be no difference in symptom reduction between the 
clients who listened to the pre-therapy information audiotape and those clients who did 
not listen to the pre-therapy information audiotape.
The fourth null hypothesis, focusing on client symptom reduction, was rejected for 
one of the four measures employed: Client Checklist. However, the other three measures, 
the Client Self-Rating Scale, the Outpatient Rating Scale, and the Therapist Global Rating 
Scale did not lead to a rejection of the null hypothesis. There was a significant difference 
in symptom reduction between the clients who listened to the pre-therapy information 
audiotape and those clients who did not listen to the pre-therapy information audiotape on 
the Client Checklist.
Related Findings
Four separate correlations were performed: Three correlations were used to
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determine if therapists’ and subjects’ perceptions were similar relative to clinical 
improvement, symptom reduction, and symptom reporting (null hypothesis 4); one 
correlation was used to determine if client satisfaction corresponded with client 
improvement.
A Pearson’s r correlation between scores on the Therapist Global Rating Scale 
(TGRS) and Client Self-Rating Scale (CSRS) demonstrated a significant correlation 
between the therapist and client perceptions of clinical improvement in the experimental 
group, but no significant correlation between the therapist and client perceptions in the 
control group.
A Pearson's r correlation between scores that was performed between the Outpatient 
Rating Scale-Pre-Therapy (ORS-Pre) and Client Checklist-Pre-Therapy (CC-Pre) 
demonstrated a significant correlation between the therapists’ and clients’ perception of 
the clients' perceived symptoms in the experimental group, but no significant correlation 
between the therapists’ and clients’ perceptions in the control group.
A Pearson’s r correlation between scores that was performed between the Outpatient 
Rating Scale-Post-Therapy (ORS-Post) and Client Checklist-Post-Therapy (CC-Post) did 
not demonstrate a significant correlation between the therapists’ and clients’ perceptions 
of the clients' perceived symptoms in either the control or experimental group.
A Pearson’s r correlation between scores that was performed between the Revised 
Therapist Outcome Questionnaire (RTOQ) and Client Satisfaction Questionnaire-Post- 
Therapy (CS-Post) demonstrated a significant correlation in the control group, but no
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significant correlation in the experimental group when comparing the clients' satisfaction 
with therapy and the therapists’ perception of clients’ improvement.
Discussion and Implications 
This section is divided into the following sections: client satisfaction with therapy, 
client anxiety level, client knowledge of therapy, client symptom reduction, related 
correlational findings, alternate explanations of findings, and problems with the study.
Impact o f Pre-Therapy Information on Client Satisfaction 
Studies of client outcomes, as impacted by pre-therapy information orientation 
modalities, have provided inconsistent results. Only two studies to date have utilized a 
pre-therapy audiotape information orientation to impact client satisfaction; these two 
studies were inconsistent in their findings. The measure of client satisfaction and 
outcomes, as directly influenced by the use o f a pre-therapy information-orientation 
modality, is observed to have widely inconsistent results. Throughout the limited 
research literature are studies finding both statistically and non-statistically significant 
results for both client satisfaction and outcomes.
The findings of this study add to the inconsistent results obtained from previous 
research studies. There is a dissimilarity in findings depending upon a multitude of 
variables, which include site selection, type of clinical environment, and the population 
from which the sample is drawn, to name a few.
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Impact o f Pre-therapy Information on Client Anxiety 
It is important to note that few studies have directly measured the impact of pre­
therapy information on anxiety (Clemes & D'Andrea, 1965; Deane et al., 1992). To date, 
no studies examining the impact of a pre-therapy audiotape information orientation on the 
reduction of anxiety have been conducted. Only two studies utilizing verbal and video 
pre-therapy information techniques have shown that these techniques have an apparent 
impact on the reduction o f client anxiety.
Deane (1992) hypothesized that pre-therapy information would reduce pre-therapy 
anxiety, increase the accuracy of the clients' expectations, and enhance outcomes after 2 
months o f therapy. Deane's observations supported the hypothesis that those clients in 
the pre-therapy information experimental group would report significantly lower scores 
on the State Trait Anxiety Scale. This was the first reported occurrence of such a finding 
in the literature. This study demonstrated that expectations held by the prospective client 
about the therapeutic process directly impacted the anxiety felt by the client.
The results of the present study do not support the hypothesis that the use of an 
audiotape pre-therapy information preparatory technique demonstrates an effect on the 
clients’ level of anxiety.
Impact of Pre-therapy Information on Client Knowledge/Expectations 
The present study found that a pre-therapy information audiotape did have a 
significant effect on accurate client knowledge at the onset o f therapy.
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Other researchers have found the use of a pre-therapy preparation to have a 
significant effect on the clients' realistic expectations of the therapy process and their role 
in it. Coleman and Kaplan (1990) observed that the subjects in their study who received 
the pre-therapy orientation videotape identifying common misconceptions brought to the 
therapy process had significantly higher scores on the Therapy Knowledge Survey than 
those who did not receive the preparation.
Pre-therapy audiotapes have, in the past, been shown to be inconsistently effective in 
mediating change in a limited number of therapeutic areas and only with specialized 
populations. The lack of accurate information held by prospective clients about the nature 
o f the therapeutic encounter leads to numerous problems that limit the effectiveness of 
the therapeutic process.
The use of a pre-therapy information audiotape may be viewed as a therapy-effective 
client-based learning tool. Increasing a client’s realistic expectations and knowledge 
prior to entering therapy may help the therapist and client begin to immediately address 
the concerns of the presenting problem and develop therapeutic rapport.
Impact of Pre-therapy Information on Symptom Reduction
Another significant finding of this current study was that clients’ accurate knowledge 
about the therapeutic nature and process had a positive impact on their overall symptom 
reduction. Significant effects were observed for only one of the four measures on client 
symptom reduction. There was a significant difference in symptom reduction between 
the clients who listened to the pre-therapy information audiotape and those clients who
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did not listen to the pre-therapy information audiotape on the Client Checklist measure, 
but not for the Therapist Global Rating Scale (completed by the therapist), the Outpatient 
Rating Scale (completed by the therapist), or the Client Self-Rating Scale (completed by 
the subject).
Related Correlational Findings 
A number of post-hoc analyses were done to imderstand the relationship, if any, the 
measures had to each other. Each post-hoc analysis looked at the relationship between a 
subject and a therapist measure measuring the same domain(s). It was important to 
determine if the measures were comparable to each other in what they reportedly were 
measuring and if the pre-therapy information audiotape would be observed as having an 
impact on congruence between subject and therapist perceptions.
A Pearson’s r correlation between the Therapist Global Rating Scale (TGRS) and 
Client Self-Rating Scale (CSRS) demonstrated a significant correlation between the 
therapist and client perceptions of clinical improvement in the experimental group, but no 
significant correlation between the therapist and client perceptions in the control group 
(see explanation on page 87).
A Pearson's r correlation performed between the Outpatient Rating Scale-Pre- 
Therapy (ORS-Pre) and Client Checklist-Pre-Therapy (CC-Pre) demonstrated a 
significant correlation between the therapists’ and clients’ perceptions of the clients' 
perceived symptoms in the experimental group, but no significant correlation between the 
therapists’ and clients’ perceptions in the control group (see explanation on page 88).
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A Pearson's r correlation performed between the Revised Therapist Outcome 
Questionnaire (RTOQ) and Client Satisfaction Questionnaire-Post-Therapy (CS-Post) 
demonstrated a significant correlation in the control group, but no significant correlation 
in the experimental group when comparing the clients’ satisfaction with therapy and the 
therapists’ perception of clients’ improvement (see explanation on page 88).
A Pearson’s r correlation performed between the Outpatient Rating Scale-Post- 
Therapy (ORS-Post) and Client Checklist-Post-Therapy (CC-Post) did not demonstrate a 
significant correlation between the therapists’ and clients' perceptions of the clients' 
perceived symptoms (see explanation on page 89).
Alternate Explanations o f Findings
The pre-therapy information audiotape did not demonstrate a significant effect on 
client satisfaction as measured by the Client Satisfaction Questionnaire (CS). It was 
hypothesized that the experimental group would report higher levels of satisfaction with 
the therapeutic process as a result o f listening to the pre-therapy information audiotape. It 
was believed that the subjects in the experimental group would be better able to target 
their therapeutic endeavors and understand their role and the role o f the therapist within 
the therapeutic process. In contrast to what was hypothesized, the opposite was found to 
have occurred when the means for both groups were analyzed.
An alternate explanation for these results could be that the experimental group's 
increased level o f accurate knowledge as a result o f listening to the pre-therapy 
information audiotape left them feeling frustrated if they did not achieve their intended
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therapy goals. The control group on the other hand, having no preconceived expectations 
from the experimental audiotape, might not have felt a sense of frustration regarding their 
achievement or non-achievement of therapeutic goals. Another possible explanation 
concerning the fact that no significance was observed could be that the sample population 
was too small.
The pre-therapy information audiotape was not observed to demonstrate a significant 
effect on client anxiety levels as measured by the State-Trait Anxiety Inventory (STAI).
It was hypothesized that the experimental group would report lower levels of anxiety as a 
result o f listening to the pre-therapy information audiotape. In contrast to what was 
hypothesized, the opposite was found to have occurred when the means for both groups 
were analyzed.
An alternate explanation for these results could be that the experimental group, 
because of their increased level of accurate knowledge as a result of listening to the pre­
therapy information audiotape, felt a higher level of anxiety related to the achievement of 
therapeutic goals. The control group on the other hand, having had no preconceived 
expectations as a result of being exposed to the experimental pre-therapy information 
audiotape, might not have felt any significant therapeutic achievement anxiety. Perhaps, 
on the part of the control group, ignorance was bliss. Another possible explanation 
concerning the fact that no significance was observed could be that the sample population 
was too small.
On the initial administration of the Psychotherapy Questionnaire (PQ-Pre), the 
experimental group correctly answered a significantly larger number of questions than did
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the control group. However, on the second and final administration of the Psychotherapy 
Questionnaire (PQ-Post) at the termination of therapy, no significant effect was observed 
for either the experimental or control group. The findings on the initial administration of 
the PQ-Pre indicate that the subjects in the experimental condition achieved at least a 
minimally higher increase in comprehension concerning the nature of the therapeutic 
process over the control group. The greater number of correct answers by the 
experimental group who listened to the pre-therapy information audiotape could possibly 
be attributed in part to the fact that 44.8% of the experimental group had been engaged in 
prior therapy as compared to 39.1% of the control group. The second administration 
scores could possibly indicate that over time the control group derived the same 
information during the course o f therapy that the experimental group received via the pre­
therapy information audiotape. Another explanation could be that the experimental group 
forgot some of the information presented in the pre-therapy audiotape by the time of the 
second administration of the questionnaire.
It is interesting to report that when comparing the means for the PQ-Post, the 
experimental group answered fewer questions correctly than did the control group. This 
differential in correct responses may be attributable to the experimental group forgetting 
what they had learned (latency effect) and the control group acquiring knowledge 
throughout the therapeutic process (recency effect). The difference in the number of 
questions answered correctly between the experimental and control group narrowed 
noticeably on the PQ-Post.
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Subjects who listened to the pre-therapy information audiotape reported greater 
symptom reduction levels as measured by the Client Checklist (CC-Pre and CC-Post). It 
was hypothesized that the experimental group would report lower levels of 
symptomology as a result of listening to the pre-therapy information audiotape. A review 
of the means for both the experimental and control group conditions indicate that both 
groups showed a reduction in symptoms. These findings are subject to alternate 
explanations, such as the desire of the subjects to conform to therapists' expectations or 
to portray themselves in a favorable light. The results on the Client Checklist (CC) are 
encouraging because they potentially indicate that the pre-therapy information audiotape 
may have had an impact on the therapy process.
The pre-therapy information audiotape was not observed to demonstrate a significant 
effect on the reduction of symptom levels as measured by the Outpatient Rating Scale 
(ORS). It was hypothesized that the therapists would identify a greater positive reduction 
in symptoms for the experimental group attributable to the accurate knowledge of the 
therapeutic endeavor they obtained as a result o f listening to the pre-therapy information 
audiotape.
The pre-therapy information audiotape was not observed to demonstrate a significant 
effect on the therapists’ perception of the degree of overall client therapeutic change at 
the mutual termination of therapy as measured by the Therapist Global Rating Scale 
(TORS). Both groups were seen as improving “a little better.” It was hypothesized that 
the therapists would identify a greater positive overall client therapeutic change for the 
experimental group attributable to the accurate knowledge of the therapeutic endeavor
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they obtained as a result o f listening to the pre-therapy information audiotape. This 
finding could possibly indicate that the effect o f listening to the pre-therapy information 
audiotape had just as much impact as the actual process of therapy in helping both groups 
equally target their therapeutic endeavors.
The pre-therapy information audiotape was not observed to demonstrate a significant 
difference o f the clients' own perception of therapeutic change as measured by the Client 
Self-Rating Scale (GSRS) between the experimental and control groups at the mutual 
termination of therapy. It was hypothesized that the experimental group would identify a 
greater positive overall therapeutic chrmge than would the control group. A possible 
explanation for this finding could be that the impact of accruing accurate knowledge 
disseminated by the therapist regarding the nature of psychotherapy for the control group 
was equivalent to that o f the experimental group which listened to the pre-therapy 
information audiotape. Thus, the perception of therapeutic change became approximately 
equal for both groups.
The pre-therapy information audiotape was not observed to demonstrate a significant 
difference between the experimental and control groups on the therapists' perceptions of 
therapeutic progress as measured by the Revised Therapist Outcome Questionnaire 
(RTOQ) at the mutual termination of therapy. It was hypothesized that the therapist 
would identify a greater degree of therapeutic change for the experimental group than for 
the control group. A possible explanation for this finding could be that the RTOQ might 
not be a sufficiently sensitive instrument.
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To determine if there was a correlation between the therapists' perception of the 
clients’ therapeutic progress (Therapist Global Rating Scale) and the clients’ perception 
o f their therapeutic progress (Client Self Rating Scale) a Pearson’s r was performed 
between the two measures. There was a significant correlation between the subjects in the 
experimental group and their therapists, but not for the subjects in the control group and 
their therapists. One might infer that the subjects in the experimental group were more 
sensitive to the subtle nuances of the therapeutic milieu that designate progress. It may 
also be inferred that the subjects in the experimental group were more aware of the basic 
therapeutic standards which therapists use to monitor progress.
To determine if there was a correlation between the therapists’ perception of clients' 
therapeutic improvement and satisfaction (Revised Therapist Outcome Questionnaire) 
and the clients’ perception of their therapeutic improvement and satisfaction (Client 
Satisfaction Questionnaire) a Pearson’s r was performed between the two measures.
There was a significant correlation between the subjects in the control group and their 
therapists, but not for the subjects in the experimental group and their therapists. One 
possible explanation for this finding may be that the subjects in the control group did not 
have preconceived ideas regarding how much improvement should be attained during the 
course of therapy and how that related to their satisfaction of services received. On the 
other hand, the subjects in the experimental group may have conceptualized a criteria for 
satisfaction and improvement based upon the pre-therapy information audiotape, which 
did not materialize for them.
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To determine if there was a correlation between the therapists' perception of clients' 
symptomology (Outpatient Rating Scale-Pre-Therapy) and the clients' perception of their 
own symptomology (Client Checklist-Pre-Therapy) a Pearson’s r was performed between 
the two measures. There was no significant correlation between the subjects and their 
therapists in either the control or the experimental group. One possible explanation for 
this finding may be that neither the subjects in the control nor the experimental group had 
the insight necessary to accurately evaluate their pre-therapy symptom evaluation.
To determine if there was a correlation between the therapists' perception of clients' 
symptomology (Outpatient Rating Scale-Post-Therapy) and the clients' perception of 
their own symptomology (Client Checklist-Post-Therapy) a Pearson’s r was performed 
between the two measures at the mutual termination of therapy. There was a significant 
correlation between the subjects and their therapists in the experimental group, but not for 
the subjects and their therapists in the control group. One possible explanation for this 
finding may be that the subjects in the experimental group gained the insight necessary to 
accurately evaluate their post-therapy symptom improvement as a result o f the pre­
therapy information audiotape and through the experiential process of therapy. It might be 
added that the subjects in the experimental group were more sensitized to the evaluative 
measures that therapists used to evaluate symptomology.
Recommendations
It is hoped that further research on the impact of pre-therapy information on client 
satisfaction, reduction of anxiety, client knowledge, and symptom reduction will be
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attempted. This additional research would help to broaden the literature and identify 
more clearly the efficacy of pre-therapy information preparatory techniques.
If such research continues, it seems appropriate to recommend first that a much 
larger sample population be obtained. This would reduce the possibility of Type 11 errors, 
errors that may have occurred in this study by the limited numbers obtained in the sample.
For additional research, it is recommended that a comparison study be conducted 
using the following four pre-therapy information techniques: disclosure statement, oral 
presentation, audiotape, videotape. This research would help determine if one method of 
presentation o f pre-therapy information is more effective than another. The use of a video 
pre-therapy information preparatory technique format to examine the effectiveness of a 
visual/socially interactive mode of presentation as opposed to an audio only mode of 
presentation should be examined.
Future research could include the additional variable o f concordance between client 
expectations and therapist style. This research could help to more accurately define 
which therapeutic style is more amenable to a pre-therapy information preparatory 
technique.
Additional research should consider a more controlled design in which the following 
variables would be controlled for or examined as a part o f the data analysis: gender, sex. 
type of presenting complaint, therapist theoretical orientation, therapist style, induction 
environment, and the distribution timing of the initial assessments.
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e s  Post
Name (optional) 
Date
Gender:______Age:______ Year in_School:_______ Ethnicity:
DIRECTIONS: We would like to answer some questions about the 
services you have received. We are interested in your honest opinion, 
whether positive or negative. Please answer all of the questions. Thank you 
very much, we really appreciate your help.
CIRCLE YOUR ANSWER
How would you rate the quality of the service you have received?
4 3 2 1
Excellent Good Fair Poor
Did you get the kind o f service you wanted?
I 2 3 4
No, definitely not No. not really Yes, generally Yes. definitely
To what extent has the Counseling and Testing Center met your needs?
4 3 2 1
Almost all of my needs None of my needs Most o f my needs Only a few of my
have been met have been met have been met have been met
If a friend were in need of help, would you recommend the Counseling and Testing 
Center to him or her?
1 2 3 4
No. definitely not No. I don't think so Yes. I think so Yes. definitely
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
93
How satisfied are you with the amount of help you have received?
1 2 3 4
Quite dissatisfied Indifferent or mildly Mostly satisfied Very satisfied
dissatisfied
Have the services you received helped you deal more effectively with your problem(s)? 
4 3 2 1
Yes, they helped Yes. they helped No. they really No. they seemed to
a great deal somewhat didn't help make things worse
In an overall, general sense, how satisfied are you with the service you have received?
4 3 2 1
Very satisfied Mostly satisfied Indifferent or mildly Quite
dissatisfied dissatisfied
If you were to seek help again, would you come back to the Counseling and Testing 
center?
1 2 3 4
No, definitely not No, I don't think so Yes, I think so Yes, definitely






Year in School: Ethnicity:
DIRECTIONS: A number o f statements which people have used to 
describe themselves are given below. Read each statement and then circle 
the appropriate number to the right o f the statement to indicate how you feel 
right now, that is, at this moment. There are no right or wrong answers. Do 
not spend too much time on any one statement but give the answer which 
seems to describe your feeling best.
NOT AT ALL SOMEWHAT MODERATELY SO VERY MUCH SO
I feel calm 
I feel secure 
I am tense 
I feel strained 
I feel at ease 
I feel upset
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I feel nervous and restless
1 feel satisfied with myself
I wish I could be as happy 
as others seem to be
1 feel like a failure
I feel rested
I am "calm. cool, and 
collected”
I feel that difficulties are 
piling up so that I cannot 
overcome them
I worry too much over something 
that really doesn't matter
I am happy
I have disturbing thoughts 
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NOT AT ALL SOMEWHAT MODERATELY SO VERY MUCH SO
I make decisions easily 1 2  3 4
I feel inadequate 1 2  3 4
I am content 1 2  3 4
Some unimportant thought 
runs through my mind and
bothers me 1 2  3 4
I take disappointments so keenly 
that I can't put them out of my
mind 1 2  3 4
1 am a steady person 1 2  3 4
1 get in a state o f tension or 
turmoil as 1 think over my recent
concerns and interests 1 2  3 4





DIRECTIONS: Below are some statements which describe aspects of 
psychotherapy. Please circle true or fa lse  to indicate what you expect 
occurs in psychotherapy.
The client usually finds that talking with the
therapist is much like chatting with a fnend. True False No Idea
The therapist can be expected to offer many 
suggestions about ways in which the client's
problems can be solved. True False No Idea
Most clients find that they can express thoughts
and feelings to the therapist almost immediately. True False No Idea
If a client finds psychotherapy upsetting they
should discuss their feelings with the therapist. True False No Idea
In order to make progress in psychotherapy,
a client must discuss uncomfortable topics. True False No Idea
A client is expected to be prepared to talk for
the entire session. True False No Idea
The most important task of the client in 
psychotherapy is to follow the instructions
given by the therapist. True False No Idea
If a client feels uncomfortable with their new 
therapist they should switch to another therapist
as soon as possible. True False No Idea
One o f the most important tasks of the therapist
is to serve as a skilled listener. True False No Idea
Most clients become very dependent on their
therapist. True False No Idea
Continue on next page
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If a client feels uncomfortable during therapy 
appointments it probably means that
psychotherapy is not for them. True False No Idea
In therapy, the client can say whatever comes 
to mind, even if they think it will shock
the therapist. True False No Idea
One o f the most important tasks of the therapist 
is to give advice to clients, much as a medical
doctor does. True False No Idea
During the therapy session, the therapist may
often be silent for long periods of time. True False No Idea
A new client should wait several weeks after 
their first visit before deciding if psychotherapy
is right for them. True False No Idea
For most psychotherapy clients, progress
occurs almost immediately. True False No Idea
A client should go to their psychotherapy 
appointments even when they strongly feel
they are not in the mood. True False No Idea
PART TWO
For the questions below, please place a check next to the correct answer.
Have you been in psychotherapy before?
  Yes
  No (If you checked "no", skip the next two questions)
For how long were in psychotherapy ? (If you have been in psychotherapy more than 
once, for how long ALTOGETHER?)
  Less than I month
  1-3 months
  4-6 months
  7-9 months
  10 months to 1 year
  more than 1 year
Continue on next page.
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What is the most recent year during which you were in psychotherapy?_________
If a friend were to ask you, "How much do you know about psychofrierapy". what would 
you say?
  A great deal
  Quite a bit
 Not too much
  Very little
Do you think that this counseling center should present a audiotape describing 
psychotherapy to all new clients?
  Yes, this is definitely a good idea
  Maybe, this might be a good idea
  Not really, this is probably not a good idea
  No, this is not a good idea




G ender:____ Age:_____Year in School:______ Ethnicity:
DIRECTIONS: Below are some statements which describe aspects of 
psychotherapy. Please circle true or false  to indicate what you expect 
occurs in psychotherapy.
The client usually finds that talking with the
therapist is much like chatting with a fnend. True False No Idea
The therapist can be expected to offer many 
suggestions about ways in which the client's
problems can be solved. True False No Idea
Most clients find that they can express thoughts
and feelings to the therapist almost immediately. True False No Idea
If a client finds psychotherapy upsetting they
should discuss their feelings with the therapist. True False No Idea
In order to make progress in psychotherapy,
a client must discuss uncomfortable topics. True False No Idea
A client is expected to be prepared to talk for
the entire session. True False No Idea
The most important task of the client in 
psychotherapy is to follow the instructions
given by the therapist. True False No Idea
If a client feels uncomfortable with their new 
therapist they should switch to another therapist
as soon as possible. True False No Idea
One of the most important tasks of the therapist
is to serve as a skilled listener. True False No Idea
Most clients become very dependent on their
therapist. True False No Idea
Continue on next page
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If a client feels uncomfortable during therapy 
appointments it probably means that
psychotherapy is not for them. True False No Idea
In therapy, the client can say whatever comes 
to mind, even if  they think it will shock
the therapist. True False No Idea
One of the most important tasks of the therapist 
is to give advice to clients, much as a medical
doctor does. True False No Idea
During the therapy session, the therapist may
often be silent for long periods of time. True False No Idea
A new client should wait several weeks after 
their first visit before deciding if psychotherapy
is right for them. True False No Idea
For most psychotherapy clients, progress
occurs almost immediately. True False No Idea
A client should go to their psychotherapy 
appointments even when they strongly feel
they are not in the mood. True False No Idea






Year in School: Ethnicity:
DIRECTIONS: Below is a list o f  problems that people sometimes have. 
Please read each one carefully. Then circle the number to the right that best 
describes how much that problem has bothered or distressed you during the 
past week including today. Mark only one box for each item. Please do not 
skip any items.
During the past week, how much 
were you bothered by:
Nervousness or shakiness 
inside.
Loss of sexual interest of 
pleasure.
Feeling easily annoyed or 
irritated.
Feeling low in energy or 
slowed down.




Feeling of being trapped 
or caught.
Suddenly scared for no reason.
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During the past week, how much
were you bothered by:
Blaming yourself for things.
Feeling lonely.
Feeling blue.
Worrying to much about 
things.
Feeling no interest in 
things.
Feeling fearful.
Heart pounding or racing.
Feeling hopeless about 
the future.
Feeling tense or 
keyed up.
Having urges to beat, injure 
or harm someone.
Sleep that is restless or 
disturbed.
Having urges to break or 
smash things.
Feeling everything is an 
effort.
Periods of terror or panic.
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During the past week, how much
were you bothered by; Not At A Moderately Quite Extremely
All little a bit
Feeling so restless that 
you couldn't sit still.
Feelings of worthlessness.
Feeling that familiar things 
are strange or unreal.
Shouting or throwing things.
Feeling pushed to get 
things done.
Feeling afraid in open spaces 
or on the streets.
Feeling weak in parts 
of your body.
Heavy feelings in your 
arms or legs.
Feeling afraid to go out of your 
house alone.




























Year in School: Ethnicity:
DIRECTIONS: Below is a list o f problems that people sometimes have. 
Please read each one carefully. Then circle the number to the right that best 
describes how much that problem has bothered or distressed you during the 
past week including today. Mark only one box for each item. Please do not 
skip any items.
During the past week, how much 
were you bothered by:
Nervousness or shakiness 
inside.
Loss of sexual interest of 
pleasure.
Feeling easily annoyed or 
irritated.
Feeling low in energy or 
slowed down.




Feeling of being trapped 
or caught.
Suddenly scared for no reason.
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During the past week, how much
were you bothered by; Not At
All
Blaming yourself for things.
Feeling lonely.
Feeling blue.
Worrying to much about 
things.
Feeling no interest in 
things.
Feeling fearful.
Heart pounding or racing.
Feeling hopeless about 
the future.
Feeling tense or 
keyed up.
Having urges to beat, injure 
or harm someone.
Sleep that is restless or 
disturbed.
Having urges to break or 
smash things.
Feeling everything is an 
effort.
Periods o f terror or panic.
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During the past week, how much




Feeling so restless that 
you couldn't sit still.
Feelings of worthlessness.
Feeling that familiar things 
are strange or unreal.
Shouting or throwing things.
Feeling pushed to get 
things done.
Feeling afraid in open spaces 
or on the streets.
Feeling weak in parts 
o f your body.
Heavy feelings in your 
arms or legs.
Feeling afraid to go out o f your 
house alone.
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CSRS Post
Name (optional):_____________________________  Date:
Gender:______Age:_____Year In School:_________ Ethnicity:
INSTRUCTIONS: We would like to know how you are doing now 
compared to when you first entered counseling. Please circle the number in 
from o f the statement that best describes how you now feel.
COMPARED TO WHEN I FIRST CAME INTO COUNSELING. I AM NOW:
1. A great deal better
2. Much better
3. A little better
4. Just about the same
5. A little worse
6. Much worse
7. A great deal worse
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AUDIO SCRIPT
Hello, I'm Mark Davison. I'm a Doctoral student in the Counseling Psychology program 
at Andrews University. I'd like to welcome you to the center and personally thank you for 
being a part of this study.
Through this presentation I will be providing you with some information about what you 
can expect from the center and from your participation in psychotherapy, sometimes 
referred to as "talking therapy". If you have taken part in psychotherapy before, some of 
this information may already be familiar to you.
In this orientation. I'll be covering several main points. First, I will talk briefly about the 
hesitancy which many people feel when considering psychological treatment or 
psychotherapy. Another issue to be discussed is the special quality of the relationship 
between the client and therapist. Next, I'll talk about what can be expected to occur 
during your therapy appointments. Finally, I will discuss the kinds of changes you can 
achieve through psychotherapy.
Now I'd like to go into further detail about the points I've just mentioned. What about the 
hesitancy that many people feel about deciding to meet with a therapist? We know that 
people are often unsure about whether they really need to see a therapist, and whether 
they really have the kind o f problem that is helped at a clinic. This is a natural concern, 
and a large part o f your time with the therapist will involve the two of you clarifying the 
problem and then working together to help you deal with your difficulties. Another thing 
that people often worry about is becoming too dependent on someone else. It's important 
to realize that there are times when people do need other people. Most clients do not 
become overly dependent on their therapists. In fact one o f the goals o f therapy is to help 
you develop ways of solving problems on their own in the future.
Another concern that new clients often have is that they will not have enough to talk 
about or that they will be too embarrassed or shy to talk about their problems. It's true 
that some clients find it takes a while before they can express themselves freely.
However, it's not necessary for you to spend the entire therapy appointment talking. You 
may want to use part of the time just to think things over.
At any rate, it's not uncommon for clients to have these kinds of doubts about counseling. 
Deciding to try counseling despite these concerns is often an indication o f  personal 
strength. The ability to disclose sensitive information revealing personal concerns is a 
true sign of strength of character.
When you first come to the center, you will meet with a therapist. The therapist works as 
part o f a team with other professionals. Should you need specialized services, you may 
be referred. Initially, you and your therapist will meet to discuss your individual concerns 
and problems in order to determine services most suitable for you. The type of service
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varies depending on your problems and needs. In most cases you will see the therapist in 
individual psychotherapy once a week for approximately 50 minutes. For some clients it 
is helpful to see the therapist more often.
If you have participated in psychotherapy before or if you have heard or read much about 
the process, you are aware that the relationship between a client and a therapist is quite 
different from the relationship between a patient and a medical doctor. It also differs 
from an ordinary social relationship. Psychotherapy is essentially a learning process, the 
focus of which is to help you understand yourself and deal more effectively with your 
problems. This may involve learning to use the skills you already have more effectively, 
or learning and practicing new skills in order to make the changes you want in your life. 
This process o f change can sometimes be assisted through the use of medications 
recommended by your doctor.
While a medical doctor often provides advice to patients, your therapist will serve largely 
as a skilled listener who tries to help you learn why you're experiencing difficulties. The 
communication that takes place during therapy is frequently unlike an ordinary social 
conversation. For instance, a therapist may often be silent for considerable periods of 
time. Also, you can feel free to talk about anything without the usual social restrictions. 
In an ordinary social conversation, most people avoid saying things that they think are 
impolite, insignificant, or perhaps too personal. However, in therapy you can feel free to 
say whatever comes to mind even if it seems offensive or unimportant. Everything that is 
discussed in psychotherapy is confidential. You are an active participant in the 
psychotherapy process and you will have an opportunity to discuss problems, to work 
with your therapist to arrive at possible solutions, and to act upon these solutions.
Learning to express feelings and thoughts to your therapist is a central part of the 
coimseling process. Ordinarily this happens gradually rather than immediately. For this 
reason, clients often find that the changes and improvements they would like to make do 
not occur right away. In fact, clients who are in psychotherapy for the first time 
sometimes find the experience a little strange at first. They may even question whether 
therapy is really "for them" at all. Sometimes clients find that they don’t feel like 
returning after the first appointment. However, it's best not to try to decide these things 
too fast. New clients usually need a couple weeks to get used to psychotherapy, and those 
who have been in therapy before may need time to adjust to a new therapist. So, if you're 
having some doubts about therapy, it's a good idea to stick with it for at least a few visits 
and to talk things over with your therapist before making a decision.
Although you may feel some initial relief when you have the opportunity to discuss your 
problems with someone, perhaps for the first time, progress is not usually immediate or 
steady and there may be some ups and downs. Don't let this discourage you! During the 
course of therapy, there may be some times when you do not feel like going to your 
appointment. It's very important to keep coming to appointments during these difficult
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times and to discuss these feelings with your therapist. Expressing these kinds of strong 
feelings can often be a significant step toward improvement and an overall feeling of 
well-being.
Progress in therapy often involves discussing feelings or events which may be 
uncomfortable to talk about. In addition, it is essential to continue attending therapy 
appointments even when it seems tempting to skip them. Skipping appointments can 
prolong your feelings of distress.
The amoimt of time needed before you see improvement varies depending on the type and 
severity of your problem. Improvement also depends on your needs and the effort you 
make in working toward your goals. If you have questions about this issue, you should 
discuss it with your therapist. During the change process, your therapist will serve as a 
guide and a source of support. In general, if you want to change, are willing to attend 
regularly, and work actively with your therapist toward solutions to problems, you'll find 
that therapy can help you feel better, experience less anxiety and depression, and feel 
more motivated to pursue your personal goals in life. The key points to keep in mind are 
the following;
-Psychotherapy is an active problem-solving and learning process. Although medicines 
may assist in your treatment, mostly you will leam to use the skills you already have and 
learn new skills to help you to deal more effectively with your problems or concerns.
-The relationship between you and your therapist is a central part of the therapy process. 
This relationship differs in important ways from both patient-doctor relationships and 
social friendships. While a medical doctor often provides the patient with specific 
advice, the therapist serves instead as skilled listener. Unlike a social acquaintance, the 
therapist will not expect you to stick to any particular rules o f conversation. On the 
contrary you can feel free to say whatever comes to mind.
-It may take some time to get used to being in psychotherapy. Therefore, if you have 
doubts or hesitancies at first about whether or not to stay in therapy, you should attend at 
least a few appointments and should discuss these concerns with your therapist before 
making a decision.
-In order to make changes and improve, you must continue to attend even when things are 
difficult and should identify for yourself goals to work toward.
-Progress in psychotherapy does not occur right away, nor is it always steady. There may 
be difficult periods during which you feel tempted to skip appointments.
-In order to improve, you must be willing to discuss things that may be uncomfortable to 
talk about, and to complete any out of session homework.
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-The majority of clients who are willing to actively participate in therapy in this way can 
expect improvements to occur. Therapy can help clients feel less troubled by anxiety and 
depression and to be more able to live their lives according to their own plans.
I hope you have found this introduction helpful. Thank you for your attention and for 
your help in the study.
Text: Acknowledgments and thanks to Rebecca Zwick and Clifford Attkisson of the 
University of California for providing the initial script.
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Andrews University 
Client Research Consent Form
1. I agree to participate in a study being conducted at the Coimseling and Testing
Center and to complete several brief questionnaires related to the counseling 
services I received.
2. I give my permission to my therapist to provide information about my condition,
my progress, and the services I receive. This information will be confidential, 
will not be linked to my name, and will be available only to the staff members of 
the research project.
3. I further understand that:
A) The purpose of completing the questionnaires is to determine whether the 
services here are helpful to the clients. The results will first be used to assess the 
usefulness o f a new orientation to services at this center designed to help clients 
get more out o f their visits here. This procedure may later be used to help all 
clients who come here.
B) Although it is unlikely, answering some of the questions on the various forms 
may make me slightly uneasy and uncomfortable. I may decline to respond to 
any questions.
C) My participation in this study is volimtary. I may decide not to participate, or 
to withdraw at a later date without affecting my opportunity to receive services.
D) All information I provide will be kept strictly confidential. Information used 
as a part o f this project will not be linked to my name and what I say will in no 
way affect my opportunity to receive services.
E) My participation in this study will not be compensated in any manner.
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Therapist Consent Form
1. I agree to participate in the study of clinical being conducted at the Counseling 
and Testing Center. I understand my role involves the completion of several brief 
questionnaires on clients participating in the study.
2. I understand and agree with the following ground rules regarding to collection and 
safeguarding of information in this study.
A) The questionnaires are to be completed on all clients who participate in the 
project entitled "The effects of a pre-therapy information audio on client 
satisfaction, anxiety level, expectations and symptom reduction". The 
forms will be provided to me and I will be notified when they are to be 
completed.
B) I understand that each client in this study has given written permission 
specifying that therapists may provide to the researcher information about 
each client's condition, progress, and the services received.
C) The information will be used to evaluate client outcomes and the long- 
range usefulness of a client orientation procedure. The measures mainly 
concern client functioning and symptoms, but will also include my 
impressions o f the client.
D) The data will be recorded anonymously. That is, it will be connected with 
a specific client and specific therapist, but no names will be attached once 
the information has been coded and recorded. No identifiable data will be 
retained by the project staff. No report on this project will in any way 
identify therapists or clients who participate.
E) I understand that my participation in this study is voluntary and that 1 may 
elect not to participate, or to withdraw at a later date, without any 
questions.
3. I understand that my participation in this study will not be compensated in any 
maimer.
4. I understand that the results from this study, will be shared with me and the other 
staff.
5. I may call Mark A. Davison at 616-683-9668 if I have any questions about this 
project.
Signature Date




(1 ) Please have a seat in the waiting area o f the Counseling and Testing 
Center
(2) Please do not look at any o f the material in the folder until you have 
listened to the short audiotape.
(3) After you have listened to the audiotape, please rewind it, return it to the 
secretary, then fill out the questionnaires in the order in which they are 
arranged in the folder.
(4) After you have completed the forms, place them in the envelope that has 
the letters "PRE C" on it, seal the envelope, and return it to the blue folder.
(5) At the beginning of your session please give the therapist your folder.




(1) Please have a seat in the waiting area and fill out the questionnaires in 
the order in which they are arranged in the folder.
(2) After you have completed the forms, place them in the envelope that has 
the letters "PRE C" on it, then seal the envelope and return it to the yellow 
folder.
(3) At the beginning o f your session, please give the therapist your folder.
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THERAPIST INSTRUMENTS
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ORS Pre
Name (optional):_______________________  Date:________
Gender:____ Age:_____Year In School:_______ Ethnicity:
The sym ptom s b e lo w  are d escrib ed  by physical s ig n s  observed  and/or 
d iscom forts  ex p ressed  by clien ts. P lease use ind iv idual descrip tions to
orient y o u r ratings. P lease ra te  ev ery  sym ptom  u s in g  these  term s:
0 = Absent 1 = Very Mild 2 = Mild 3 = Moderate 4 = Severe 5 = Disabling
Rating:
  ANXIETY - experiencing subjective feelings such as worry, fears of
surroundings, apprehension o f the future.
  DEPRESSIVE MOOD - sadness, despondence, feeling helpless and/or hopeless.
  HYPERACTIVITY - energy spent excessively in rapid, frequent movements.
  PSYCHOPHYSIOLOGIC DISTURBANCES - headaches, gastrointestinal upset.
respiratory effects, cardiovascular effects.
  TENSION - subjective feeling of being wound up, taut, energy pressing for
release, sensing explosive potential.
  UNEASINESS - ill at ease, sensitive to criticism, emotionally upset.
  GUILT FEELINGS - concern, distress, or remorse for personal activities in the
past.
  FEELING OF INFERIORITY - feelings of inadequacy, negative self-image, loss
o f confidence.
  LOSS OF INTEREST - reduced desire to work or to participate in activities.
  AGITATION - restlessness, fidgeting, shifting, pacing.
  MOTOR DISTURBANCE - involuntary muscular movements, tremor, or other
manifestations of nervousness that interfere with purposeful activity.
  FATIGUE - constantly feeling tired, washed out. lacking energy.
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HYPOCHONDRIASIS - vague somatic complaints, malaise, unsupported 
complaints of physical illness.
SKELETAL MUSCULAR DISCOMFORT - complaints of aches and pains of 
muscles and joints.
SLEEP DISTURBANCE - insomnia, cannot go to sleep, irregular sleep pattern, 
or early awakening.
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ORS Post
Name (optional):_______________________  Date:________
Gender:____ Age:_____Year In School:_______ Ethnicity:
The symptoms below are described by physical signs observed and/or 
discomforts expressed by clients. Please use individual descriptions to 
orient your ratings. Please rate every symptom using these terms:
0 = Absent 1 = Very Mild 2 = Mild 3 = Moderate 4 = Severe 5 = Disabling
Rating:
  ANXIETY - experiencing subjective feelings such as worry, fears of
surroundings, apprehension of the future.
  DEPRESSIVE MOOD - sadness, despondence, feeling helpless and/or hopeless.
  HYPERACTIVITY - energy spent excessively in rapid, frequent movements.
  PSYCHOPHYSIOLOGIC DISTURBANCES - headaches, gastrointestinal upset,
respiratory effects, cardiovascular effects.
  TENSION - subjective feeling of being wound up, taut, energy pressing for
release, sensing explosive potential.
  UNEASINESS - ill at ease, sensitive to criticism, emotionally upset.
  GUILT FEELINGS - concern, distress, or remorse for personal activities in the
past.
  FEELING OF INFERIORITY - feelings o f inadequacy, negative self-image, loss
of confidence.
  LOSS OF INTEREST - reduced desire to work or to participate in activities.
  AGITATION - restlessness, fidgeting, shifting, pacing.
  MOTOR DISTURBANCE - involuntary muscular movements, tremor, or other
manifestations of nervousness that interfere with purposeful activity.
  FATIGUE - constantly feeling tired, washed out, lacking energy.
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HYPOCHONDRIASIS - vague somatic complaints, malaise, unsupponed 
complaints of physical illness.
SKELETAL MUSCULAR DISCOMFORT - complaints o f  aches and pains of 
muscles and joints.
SLEEP DISTURBANCE - insomnia, cannot go to sleep, irregular sleep pattern, 
or early awakening.
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Revised Therapist Outcome Questionnaire
Client Name (optional):________________________ Case No:___________________
Gender:________ Age:__________ Ethnicity:___________
Therapist N am e:_____________________________
Date of Rating:______________________________
INSTRUCTIONS: Please rate the client indicated above by circling the most appropriate 
response. Your response should represent your overall therapeutic outcome impressions 
of this client based on your contact with him/her during the course of your therapy. Even 
if contact has been minimal, please respond to all items. Thank you.
1
Very Great Great Moderate Moderately Small Very Small
Degree Degree Degree Small Degree Degree
Degree
1 This is the type of client I prefer to work with. 1 2 3 4 5 6
2 During our most recent sessions the client was able to discuss 1 2 3 4 5 6
uncomfortable topics.
3 During our most recent sessions the client had realistic expectations 1 2 3 4 5 6
about the roles o f the therapist and consumer.
4 During the last month the client arrived late for his/her sessions.
5 During the last month the client missed appointments.
1 2 3 4 5 6
1 2 3 4 5 6
6 During our sessions the client was able to identify goals 1 2 3 4 5 6
to work on.
7 The client has achieved the goals s/he set for her/himself. 1 2 3 4 5 6
8 The client achieved the results I thought s/he could. 1 2 3 4 5 6
9 The client was motivated to change. 1 2 3 4 5 6
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10 The client sought out ways to facilitate his/her growth. 1 2 3 4 5 6
11 The client had realistic expectations about the process I 2 3 4 5 6
of therapy.
12 The client could reflect on his/her situation. 1 2 3 4 5 6
13 The client followed through on his/her homework assignments. 1 2 3 4 5 6
14 The client could reflect on our relationship. 1 2 3 4 5 6
15 The client has a realistic perception regarding the length of time 1 2 3 4 5 6
needed to achieve his/her goals.
16 The client felt s/he could benefit from therapy. 1 2 3 4 5 6
17 The client acted as though therapy would improve his/her situation. 1 2 3 4 5 6
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
125
TGRS Post
Name (optional):_______________________________  Date:
Gender:________Age:______Year in School:_________ Ethnicity:
INSTRUCTIONS; Compared to when you first met with this client, what 
is his/her condition now?
COMPARED TO WHEN (S)HE FIRST CAME INTO COUNSELING. (S)HE IS NOW;
1. A great deal better
2. Much better
3. A little better
4. Just about the same
5. A little worse
6. Much worse
7. A great deal worse
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ITEM ANALYSES FOR EXPERIMENTAL MEASURES
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Client Checklist-Pre-Therapy 
Item Experimental Control Combined
X S X S X S
1 2.62 1.21 1.91 1.00 2.31 1.16
2 1.86 1.24 1.70 1.15 1.78 1.19
3 2.72 1.19 2.87 1.32 2.79 1.24
4 2.79 1.42 2.83 1.15 2.81 1.30
5 1.28 0.70 1.22 0.52 1.25 0.62
6 1.66 1.04 1.13 0.46 1.42 0.87
7 1.93 1.10 1.65 1.11 1.81 1.10
8 2.48 1.53 2.00 1.21 2.27 1.40
9 1.93 1.31 1.52 0.99 1.75 1.19
10 1.66 1.20 1.57 1.12 1.62 1.16
11 2.69 1.47 2.22 1.17 2.48 1.35
12 3.21 1.50 2.65 1.15 2.96 1.37
13 2.86 1.38 2.48 1.24 2.69 1.32
14 3.31 1.17 3.13 1.25 3.23 1.20
15 2.52 1.50 2.17 1.30 2.37 1.41
16 2.72 1.44 2.04 1.46 2.42 1.47
17 1.90 1.14 1.83 0.94 1.87 1.05
18 2.38 1.50 2.26 1.48 2.33 1.48
19 2.93 1.07 2.26 1.29 2.63 1.21
20 1.52 1.06 1.09 0.29 1.33 0.83
21 2.59 1.27 2.26 1.05 2.44 1.18
22 1.34 0.94 1.30 0.88 1.33 0.90
23 2.14 1.25 2.09 1.15 2.12 1.19
24 1.93 1.41 1.13 0.34 1.58 1.14
25 1.76 1.09 1.43 0.66 1.62 0.93
26 1.90 1.18 1.57 0.66 1.75 0.99
27 2.31 1.51 1.83 1.37 2.10 1.46
28 1.90 1.42 1.26 0.54 1.62 1.16
29 1.24 0.69 1.30 0.88 1.27 0.77
30 2.76 1.33 2.70 1.33 2.73 1.32
31 1.10 0.41 1.26 0.69 1.17 0.55
32 1.76 1.06 1.74 1.10 1.75 1.06
33 1.52 1.02 1.52 1.08 1.52 1.04
34 1.21 0.68 1.22 .085 1.21 0.75
35 2.21 1.40 1.78 1.09 2.02 1.28
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Client Checklist-Post-Therapy
tern Experimental Control Combined
X S X S X S
I 1.90 1.04 1.71 0.99 1.83 1.01
2 1.67 0.91 1.29 0.83 1.51 0.89
3 2.52 1.17 2.21 1.05 2.40 1.12
4 2.62 1.40 2.57 0.94 2.60 1.22
5 1.29 0.72 1.14 0.53 1.23 0.65
6 1.57 0.93 1.14 0.53 1.40 0.81
7 1.76 1.04 1.79 1.31 1.77 1.14
8 2.00 1.00 1.29 0.61 1.71 0.93
9 1.57 1.03 1.07 0.27 1.37 0.84
10 1.14 0.36 1.07 0.27 1.11 0.32
11 2.70 1.22 1.50 0.52 2.21 1.15
12 2.85 1.18 2.07 0.83 2.53 1.11
13 2.60 1.27 1.93 0.83 2.32 1.15
14 2.85 1.35 2.36 1.01 2.65 1.23
15 1.60 0.94 1.29 0.61 1.47 0.83
16 1.95 1.19 1.50 0.85 1.76 1.07
17 1.50 0.89 1.29 0.61 1.41 0.78
18 1.80 1.06 1.36 0.84 1.62 0.99
19 2.60 1.31 2.14 1.10 2.41 1.23
20 1.40 0.68 1.14 0.36 1.29 0.58
21 2.20 1.20 1.57 0.94 1.94 1.13
22 1.50 0.83 1.00 0.00 1.29 0.68
23 2.00 1.38 1.50 1.02 1.79 1.25
24 1.50 1.15 1.14 0.53 1.35 0.95
25 1.55 0.94 1.14 0.36 1.38 0.78
26 1.81 0.81 1..36 0.74 1.63 0.81
27 1.90 1.37 1.36 0.84 1.69 1.21
28 1.48 0.87 1.07 0.27 1.31 0.72
29 1.52 0.98 1.00 0.00 1.31 0.80
30 2.48 1.25 2.86 1.29 2.63 1.26
31 1.19 0.51 1.07 0.27 1.14 0.43
32 1.81 1.12 1.29 0.61 1.60 0.98
33 1.67 1.06 1.21 0.80 1.49 0.98
34 1.38 0.97 1.00 0.00 1.23 0.77
35 2.24 1.34 1.21 0.58 1.83 1.20
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Client Satisfaction Questiormaire - Post
Experimental Control Combined
X S X S X S
1 3.17 0.85 3.57 0.66 3.35 0.79
2 3.00 0.85 3.39 0.72 3.17 0.81
3 2.28 1.25 2.35 1.07 2.31 1.16
4 3.52 0.69 3.78 0.42 3.63 0.60
5 2.83 0.93 3.43 0.90 3.10 0.96
6 3.38 0.68 3.48 0.90 3.42 0.78
7 3.28 0.80 3.52 0.73 3.38 0.77
8 3.24 0.64 3.52 0.85 3.37 0.74
Client Self-Rating Scale - Post
Item Experimental Control Combined
X S X S X S
I 2.17 0.93 2.09 1.00 2.13 0.95
Therapist Global Rating Scale - Post 
Item Experimental Control Combined
_________ X_______ S____________X________S___________ X_______ !
2.72 0.84 2.26 1.01 2.52 0.94
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Psychotherapy Questionnaire - Pre
tern Experimental Control Combined
X S X . S X 5
I 1.72 0.65 1.43 0.59 1.60 0.63
2 1.52 0.57 1.43 0.51 1.48 0.54
3 1.90 0.41 1.87 0.46 1.88 0.43
4 1.10 0.41 1.09 0.42 1.10 0.41
5 1.17 0.54 1.17 0.49 1.17 0.51
6 2.03 0.19 2.09 0.24 2.06 0.31
7 1.86 0.52 1.78 0.42 1.83 0.47
8 1.86 0.35 1.52 0.59 1.71 0.50
9 1.03 0.19 1.00 0.00 1.02 0.14
10 2.03 0.42 1.78 0.60 1.92 0.52
11 1.97 0.19 2.09 0.42 2.02 0.31
12 1.14 0.44 1.09 0.29 1.12 0.38
13 1.97 0.42 1.70 0.47 1.85 0.46
14 1.07 0.37 1.13 0.34 1.10 0.36
15 1.31 0.47 1.74 0.75 1.50 0.64
16 2.00 0.27 2.09 0.51 2.04 0.39
17 1.03 0.19 1.13 0.46 1.08 0.33
18 1.59 1.57 1.61 0.50 1.60 0.53
19 4.62 2.57 3.96 1.55 4.33 2.18
20 12.76 1.44 12.91 1.47 12.83 1.45
21 14.97 2.20 15.65 0.57 15.27 1.70
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Psychotherapy Questionnaire - Post 
Item Experimental Control Combined
X S X S X S
1 1.34 0.55 1.22 0.42 1.29 0.50
2 1.55 0.57 1.48 0.51 1.52 0.54
3 1.76 0.44 1.74 0.54 1.75 0.48
4 1.10 0.41 1.00 0.00 1..06 0.31
5 1.17 0.38 1.30 0.56 1.23 0.47
6 1.93 0.26 1.87 0.34 1.90 0.30
7 1.97 0.50 1.78 0.42 1.88 0.47
8 1.86 0.52 1.48 0.51 1.69 0.54
9 1.03 0.19 1.00 0.00 1.02 0.14
10 2.07 0.37 1.83 0.49 1.96 0.44
11 1.97 0.19 1.91 0.29 1.94 0.24
12 1.17 0.54 1.26 0.54 1.21 0.54
13 1.97 0.33 1.70 0.47 1.85 0.41
14 1.21 0.56 1.13 0.34 1.17 0.47
15 1.45 0.69 1.52 0.59 1.48 0.64
16 1.97 0.33 1.96 .037 1.96 0.34
17 1.14 0.44 1.13 0.34 1.13 0.40
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Outpatient Rating Scale - Pre
Item Experimental Control Combined
X S X S X $ . . .
1 2.93 1.13 2.73 1.16 2.84 1.14
2 2.38 1.45 2.14 1.46 2.27 1.44
3 1.59 1.45 0.91 1.15 1.29 1.36
4 1.67 1.30 1.82 1.50 1.74 1.38
5 2.34 1.23 2.59 1.22 2.45 1.22
6 2.38 1.57 2.09 1.44 2.25 I.5I
7 2.24 1.41 2.00 I.3I 2.14 1.36
8 2.55 1.24 2.36 1.53 2.47 1.36
9 1.86 1.41 1.64 1.53 1.76 1.54
10 1.48 1.30 1.14 1.13 1.33 1.23
II 1.07 1.19 0.59 0.85 0.86 1.08
12 2.31 1.26 2.50 1.44 2.39 1.33
13 0.93 1.03 0.82 1.14 0.88 1.07
14 1.00 1.07 0.91 I.II 0.96 1.08
15 2.07 I.5I 1.55 1.50 1.84 1.51
Outpatient Rating Scale - Post
Item Experimental Control Combined
X S X S X S
I 2.19 0.93 1.86 0.86 2.06 0.91
2 1.62 1.28 0.93 1.00 1.34 1.21
3 0.90 1.09 0.50 0.76 0.74 0.98
4 1.19 0.98 0.71 0.73 1.00 0.91
5 1.62 1.24 1.21 0.89 1.46 1.12
6 1.67 1.15 1.29 0.99 I.5I 1.09
7 1.57 1.08 1.07 0.83 1.37 1.00
8 1.86 1.24 1.57 0.94 1.74 1.12
9 1.00 0.89 0.43 0.65 0.77 0.84
10 0.76 0.77 0.43 0.76 0.63 0.77
II 0.48 0.60 0.36 0.63 0.43 0.61
12 1.48 1.03 1.07 0.47 1.31 0.87
13 0.67 0.86 0.29 0.47 0.51 0.74
14 0.86 0.91 0.36 0.50 0.66 0.80
15 1.00 0.86 0.79 0.80 0.91 0.83
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Revised Therapist Outcome Questionnaire - Post
Item Experimental Control Combined
X S X S X S
1 2.86 1.38 2.30 1.11 2.62 1.29
2 2.79 1.35 2.04 1.02 2.46 1.26
3 2.86 1.25 2.39 1.03 2.65 1.17
4 5.10 1.35 5.13 1.18 5.12 1.26
5 4.93 1.71 5.35 1.07 5.12 1.46
6 2.62 1.47 2.48 1.38 2.56 1.42
7 2.83 1.20 2.70 1.33 2.77 1.25
8 3.00 1.36 2.83 1.37 2.92 1.36
9 2.86 1.46 2.61 1.41 2.75 1.43
10 3.00 1.41 3.04 1.30 3.02 1.35
11 2.86 1.22 2.91 1.20 2.88 1.20
12 2.66 1.22 2.65 1.19 2.65 1.19
13 2.79 1.21 2.83 1.23 2.81 1.21
14 2.90 0.94 2.83 1.03 2.87 0.97
15 3.17 1.17 3.09 1.00 3.13 1.09
16 2.62 1.08 2.65 1.07 2.63 1.07
17 2.76 1.18 2.83 1.15 2.79 1.16
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I 2.90 0.86 3.00 0.95 2.94 0.89
2 2.93 0.80 3.13 0.81 3.02 0.80
3 2.03 0.73 1.83 1.03 1.94 0.87
4 2.10 0.94 1.65 0.93 1.90 0.96
5 2.79 0.94 2.77 0.97 2.78 0.94
6 1.97 0.98 1.52 0.85 1.77 0.94
7 2.48 1.27 1.70 0.93 2.13 1.19
8 2.52 0.99 2.74 0.96 2.62 0.97
9 1.93 1.03 1.30 0.56 1.65 0.90
10 2.93 0.88 2.96 0.98 2.94 0.92
11 2.76 0.87 3.04 0.93 2.88 0.90
12 1.86 0.99 1.48 0.67 1.69 0.88
13 1.55 0.95 1.41 0.59 1.49 0.81
14 2.24 1.18 2.09 1.00 2.17 1.10
15 2.86 0.83 2.91 1.04 2.88 1.92
16 2.52 1.02 2.78 1.04 2.63 1.03
17 2.48 1.02 1.96 0.88 2.25 0.99
18 2.21 1.24 2.00 1.09 2.12 1.17
19 2.72 0.84 2.91 1.02 2.80 0.92
20 2.97 0.73 2.78 0.95 2.88 0.83
21 2.93 0.70 2.83 0.94 2.88 0.81
22 1.83 0.85 1.48 0.67 1.67 0.79
23 2.76 0.91 2.91 1.16 2.83 1.02
24 2.24 1.02 1.96 1.11 2.12 1.06
25 1.90 1.14 1.39 0.78 1.67 1.02
26 2.48 0.83 2.35 1.23 2.42 1.02
27 2.59 0.82 2.87 0.92 2.71 0.87
28 2.24 1.12 1.78 1.09 2.04 1.12
29 2.07 0.88 1.78 0.80 1.94 0.85
30 2.83 0.97 2.96 1.02 2.88 0.98
31 2.21 0.98 1.61 0.78 1.94 0.94
32 2.14 1.09 3.26 6.34 2.63 4.28
33 2.83 0.97 2.87 1.10 2.85 1.02
34 2.34 0.86 2.39 0.78 2.37 0.82
35 2.03 0.98 1.65 0.88 1.87 0.95
36 2.62 1.01 2.87 1.01 2.73 1.01
37 2.07 1.07 1.74 0.81 1.92 0.97
38 2.29 1.15 2.04 1.15 2.18 1.14
39 2.83 0.66 2.83 0.89 2.83 0.76
40 2.62 1.18 2.30 0.93 2.48 1.08
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